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MUAGSORBEN UL 


(brand of magnesium trisilicate B.P.) Powder and Tablets 


the original antacid with a follow-through 
action which persists after the dose has been taken 


In contact with acid of gastric 

strength the neutralising action 

of Magsorbent continues for a 

period equivalent to the 

emptying time of the normal 
stomach. 


All the products of Kaylene (Chemicals) Limited are in 
Category 2 or Category 4 in the Ministry of Health’ s Classi- 
fied List, and are therefore prescribable on Form E.C:10. 


Samples and literature on request 


KAYLENE (CHEMICALS) LIMITED 


WATERLOO ROAD, LONDON N.W.2 
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for prolonged therapy . . 


‘MIXTAMYCIN’ 


brand 


streptomycin plus dihydrostreptomycin 


Distributed by 

ALLEN & HANBURYS LTD. BRITISH DRUG HOUSES LTD. BURROUGHS WELLCOME &CO 

EVANS MEDICAL SUPPLIES LTD IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD 


Manufactured by 


. . - with reduced ototoxicity 


THE DISTILLERS COMPANY (BIOCHEMICALS) LIMITED 


———- Owners of the trade mark * Mixtamycin’ —— - 
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Injection of Vitamin Bio B.P. 
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for successful 
oral therapy the 


evidence points to 


soluble penicillin 


In oral therapy soluble penicillin makes the 
swiftest, most decisive attack on invading 
organisms 


that is presented 


@ Better absorbed than insoluble penicillin 
@ Produces effective blood and tissue levels more consistently 


@ Duration of activity equal to that of insoluble salts 





also available 
Sugar-codled GCRYSTAPEN 
ange aneamaaa TABLETS 


GLAXO 


i 


® Specify ‘Sugar-coated’ on your 


prescriptions GLAXO LABORATORIES LIMITED 


GREENFORD, MIDDLESEX BYRee 34% 
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OXFORD MEDICAL PUBLICATIONS 
PUBLISHING THIS MONTH 





A NEW (SECOND) EDITION OF 


DISEASES of INFANCY and ChILDHOOD 


Edited by 
the late SIR LEONARD PARSONS, F.RS 


and 


SEYMOUR BARLING, CM.G., MS., MCh, FRCS 


assisted by 


CLIFFORD G. PARSONS, M.D., F.R.C.P 


2,116 pages 338 illustrations and 4 colour-plates 
In two volumes (not sold separately) The Set £8 8s. net 


OXFORD UNIVERSITY PRESS 


























Let your money earn 
maximum interest vs 
with security | You should 


STATE bank with the 


BUILDING SOCIETY 
( Batablished 1931) 


OFFERS 


@ Assets exceed | 
£1,500,000 
@ Easy withdrawals 0 
@ Income tax borne by 
the society 
® Any amount accepted 
up to £5, 8 
- 2 
® No depreciation 0 FH e* 
For Full Particulars apply to:— Westminster Bank Limited @"°e"o 
he Secretary Head Office: 41 Lothbur 2? @ 
Interest on Shares 4 als 
STATE BUILDING SOCIETY) FREE OF TAX London, E.C.2 e 
30 State House, Equal to £5.9.1 per 


8 Buckingham Palace Gdns.,SW.1 cent gross. 
Tei.: SLOane 9218/9 ad ee — 


Westminster 
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J]. & A. CHURCHILL LTD. 


CLINICAL ENDOCRINOLOGY 

For Practitioners and Students 
By LAURENCE MARTIN, M.D FR.C.P and 
MARTIN HYNES, M.D., M.R.C.P. New (Second) 
Edition 39 lilustrations s. 


THE HAMOLYTIC ANAMIAS 
Congenital and Acquired 
By Jj. V. DACIE, M.D., M.R.C.P. 98 Illustrations. 50s. 


APPLIED MEDICINE 
Descriptive Cases and Cases Demonstrated at 
the Bedside by Question and Answer 
By G. E. BEAUMONT, ™.A., D.M., F.R.C.P., D.P.H 
74 IMustrations, including 2 Coloured Plates. 35s. 


PSYCHIATRY IN GENERAL PRACTICE 
By C. A. H. WATTS, M.D., and B. M. WATTS 
M.B., B.S 12s. 6d. 


PROGRESS IN CLINICAL SURGERY 
y various authors under the Editorship of 
RODNEY SMITH, M.S., F.R.CS 
112 IMlustrations 36s. 


PROGRESS IN CLINICAL MEDICINE 


EPILEPSY AND THE FUNCTIONAL 
ANATOMY OF THE HUMAN BRAIN 
By WILDER PENFIELD, O.M., C.M.G., M.D., D.Sc 
FRCS. FERS. and HERBERT JASPER, M.D 
C.M. 8 Colour Plates and 314 Black and White 
llustrations 115s 


CLINICAL MEDICINE IN GENERAL 
PRACTICE 
Edited by JOHN FRY, M.B., B.S 
by Sir HENRY COHEN, M_D., D.Sc 


F.R.C.S. Foreword 
FRCP 
27s. 6d 
THE HEALTH OF THE COMMUNITY 
Principles of Public Health for Practitioners and 
Scudents 
By Cc 
D.P.H 
M.D., Sc.D., LL.D 
PEPTIC ULCER 
By A.C. iVY,M.D., O.S M. |. Grossmar 
M.D., and W. H. Bachrach, Ph.D., M.D 
137 Illustrations 
PARSONS’ DISEASES OF THE EYE 
Twelfth Edition. By Sir STEWART DUKE-ELDER 
K.C.V.0., D.Se., M.D., F.R.C.S. 22 Coloured Plates 
and 465 Text-figures 42s 


FRASER BROCKINGTON, ™.D., M.R.C.S 
Foreword by Sir JOHN STOPFORD 
FRCP... ERS 32s 


Ph.D 


96s 


COMMON DISEASES OF THE EAR, NOSE 


Edited by RAYMOND DALEY MA 
M.R.C.P.. and HENRY MILLER, M.D 
D.P.M. Second Edition. 43 Illustrations 


104 GLOUCESTER PLACE, LONDON, W.! 


BOOKS FOR THE PRACTITIONER 


AN ATLAS OF REGIONAL DERMATOLOGY 
F.R.C.P., NIGEL D By G. H. PERCIVAL, M.D., F.R.C.P., DP.H., and 
and CHARLES € T. C. DODDS, F.1.M.L.T., F.1.B.P., F.R.P.S. 272 pages 
115 illustrations. 35s. 479 illustrations in full colour é 


ANTISERA, TOXOIDS, VACCINES AND 
TUBERCULINS IN PROPHYLAXIS AND 


TREATMENT 
Third Edition By H. Jj. PARISH, M.D FRC P.E 


240 pages. 49 illustrations lls 


M.D AND THROAT 
F.R.CP 
30s 


By PHILIP READING, M.S., F.R.C.S 


ye J Eat 
2 Coloured Plates and 38 Text-figures 22s. 6d 


MULTIPLE SCLEROSIS 
By DOUGLAS McALPINE, 4.D 
COMPSTON, MD MRCP 
LUMSDEN, M.D. 309 pages 


TEXTBOOK OF MEDICAL TREATMENT 
Sixth Edition. Edited by D. M. DUNLOP, MD 
F.R.C.P.. L. S. P. DAVIDSON, M_D., P.R.C.P.Ed., and 
Sir JOHN McNEE, DSO. MD. FRCP 
1,039 pages. 44 illustrations 50s 


— Suggestions for Christmas gifts for doctors 
GEORGE AND JOHN ARMSTRONG OF THE NATIONAL HOSPITAL, 
CASTLETON SQUARE, 1860-1948 
By Dr. William J]. Maloney 17s. 6d By Sir Gordon Holmes 
THE QUIET ART: A Doctor's Anthology TION To 
ap ig ~ hy i2véd. THE BRITISH CONTRIBUTIO 
WILLIAM SMELLIE: The Master of British By Dr. jaime 


Midwifery 
By Professor R. W THE LIFE AND WORK OF 
COOPER 


HISTORICAL REVIEW OF BRITISH , = “a 
OBSTETRICS AND GYNAECOLOGY, y Sir Russell Bro 
1800-1950 

Edited by Professors |. M. Munro Kerr, R. W on ae . ate and Doctrine o 
Johnstone and Miles H. Phillips 30s. y r ougias uthrie 


WILLIAM CHESELDEN, 1688-1752 JOHN HUNTER 
By Sir Zachary Cope 20s. By Dr. S. Roodhouse Gloyne 1Ss 


QUEEN 
10s. 6d. 


jJaramillo-Arango 25s 


Johnstone 20s. ASTLEY 
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in delicate Surgery 


The THERATOR MINOR s 


“ most delicate clectre ree 


erator Minor Diathermy reliably 
provides two distinct cutting-currents 


deal respectively. for ophthalmic and 
veuro-surgery. Output is valve-generated 
being 


tlectior i component values 


yerfect coagulation assured by 


Current intensity u 
single knob and repeataDdDle 

pre-selected control positions a d 
mobile 


luxe set of electrodes and 


complete the equipment 


Further infor 


troliey 
required mation is treely 


available 


MARCO N i INSTRUMENTS 


SPECIALISTS IN: 


MARCONI! INSTRUMENTS LTD 


30 Albion spon-Hul 
Leam ngt 


" Cestra Mask 


FOR SURGEONS AND NURSES 


Street, Kingston- 











Bacteriologically 
tested 


spec 


+} 


for t 


prever 


droplet intectior 


After many bacteriological experiments this mask was 
designed to arrest all droplets from the mouth and nose, 
and so to prevent contamination during operation. The 
“Cestra” Mask consists of four layers of fine dental 
gauze. It fastens securely under the chin, has an air gap 
at the sides, is comfortable to wear for long periods and 
may be easily sterilised. 
Obtainable from Chemists and Medical Stores 


MADE BY ROBINSON & SONS LTD. 
Wheat Bridge Mills, Chesterfield. Tel. Chesterfield 2/05 


London Office: King's Bourne House, 229/23! High Holborn, 
London, W.C.i. Tel. Holborn 6383 


Manufacturers of all kinds of Surgical Dressings 





ST. ALBANS 
Phone: Hul 


ALBANS 6/60 9 


9 The Parade 


HERTS . Phone ST 
Central 6144 
Phone: | 408 

EM 


The safest and best 
preparation of opium 


Nepenthe contains al! the constituents of opium and 
has been prescribed for over 100 years. f: has been 
found by generations of Practitioners to be the best 
preparation of Opium as it does not cause the 
unpleasant after-effects usually attributed to opiates 
It can be given over a considerable period and the 
effect remains invariably constant 


Packed in 2-oz., 4-oz., 8-oz. and |6-oz. bottles and 
for injection in }-oz. rubber-capped bottles, sterile 
ready for use 

. 


NEPENTHE 


FERRIS & COLTD 


BRISTOL 
Telegrams FERRIS BRISTOL 








Telephome 21341 
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For Sacro-iliac Strain 
a narrow belt alone is not enough... 


That is why Spencer designers incorporate an easily-adjustable pelvic binder (see 
inset above) inside each Spencer created for sacro-iliac strain. 

A narrow belt alone will not provide adequate continuous immobilization of the 
sacro-iliac joints because such a belt will not stay in place. With ordinary body 
movements, any narrow belt alone will ride-up and dig-in at the back, thus 
causing faulty posture that increases the disability. This is why every Spencer 
Sacro-iliac Support is a “ belt within a support ""—designed to the necessary 
heights and lengths to bridge the lumbar curve and co-relate abdominal and 
back support. Thus improvement in posture—essential to relief in sacro-iliac 
strain—is attained and maintained. 

Every Spencer—for abdomen, back, breasts—is individually designed, cut, and 
made for each patient, and will not lose shape. 


For further information write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
Surgical and Orthopaedic Supports 


SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel.: 2265 
Branches : 
LONDON: 2 South Audley St., W.! (Wholesale only) Tel.: GROsvenor 4292 
MANCHESTER: 38a King Street, 2 Tel.: BLAckfriars 9075 
LIVERPOOL: 79 Church Street, |! Tel.: ROYal 402! 
LEEDS: Victoria Buildings, Park Cross Street,! Tel.: Leeds 3-3082 
(opposite Town Hall Steps) 
BRISTOL 44a Queen's Road, 8 Tel.: Bristol 2480! 
GLASGOW: 86 St. Vincent Street, C.2 Tel.: CENecral 3232 
EDINBURGH: 30a George Street, 2 Tel.: CALedonian 6162 


Trained Retailer-Fitters throughout the Kingdom. Name and address of nearest Fitter supplied on request 
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MACVITA 


the FAVOURITE 
crispbread ? 


Because it is 


SO 
palatable 


5 


mCVITIO & PRICE 








"YOULL HAVE SOME TOO, 
NURSE, IF YOU KNOW WHAT'S 
GOOD, FOR you ! 





sleep sweeter 


Bourn-vita 


From CADBURY'S Factory-in-a-Garden 


- ' 
omg Swine AWD SPIRIT WERCHANTS 


's Oldest 
Strand, 


and other branches: 


From London 
Wine House, 333 


ate ee 
i-VRV 
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il means brainwork 4 


SHELL RESEARCH is One of the big brains- 
trusts of the world. You could call ita 
Graduate University of Applied Science, 


with ten specialist colleges. 


There are seven major Shell research 
laboratories: two in Holland, two in England, 
three in North America: and three agricultural 
research stations: one in England, two in 
North America. At last count, the total staff 
of those ten establishments was nearly 5,000 


The back-room boys of a great industry 


The main, perpetual task is to make fuels and 
lubricants provide bigger power and better 
protection to the modern engine in all its forms. 
But Shell Research has also been tackling 

some of the big general problems of the twentieth 
century. Malaria control was one such 

problem. The jet turbine was another. The 

war against rust, the development of selective 
weedkillers, the quantity manufacture of 

sulphur, the production of glycerine, alcohol 

and detergents from new sources, so as to 

leave all edible fats available for the world’s food 
supplies, the development of plastics and 
synthetic textiles Shell Research has been, 


is and will be working on a!l these things 


Shell's back-room boys are occupied with onc 
of the most exciting branches of new knowledge 
. the science of hydrocarbons. Shell 
Research improves fuels and lubricants. But 
it also prompts, points and paces the development 
of the brave new world of petroleum 
chemicals. Petroleum chemicals are helping to 


feed and clothe the world, and to cure its sick. 


bh es 
Swastees 


SHELL research is finding the answers 
WY 


THE SHELI FIR LEUM COMPANY LIMITED, § HILEN 8 COl T LONDON F.« 


2 
3 
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Lifelessness 








ApaTny or lifelessness are symptoms 
commonly observed in debility states, but 
despite clinical tests, the cause often 
remains obscure. These are the 
circumstances in which the possibility of 
conditioned B-avitaminosis may be 
considered 

A preparation containing all the 
elements of the B-Complex as present 

in yeast extract, ‘BEPLEX’ will speedily 
resolve doubts on the vitamin 

aetiology of symptoms, and restore any 
deficiencies that have arisen 


‘Beplex’ 


Trade Mark 








and CAPSULES 


CLIFTON HOUSE, ELSTON ROAD, LONDON, N.W.: 




















Constituent 
GUAIACOL Antiseptic, Leucocytogenetic and Expectorant 
CODEINE Cough Sedative 


PHOSPHORIC ACID , Tonic and Restorative 


PULMO-BAILLY restrains broncho-pulmonary infection, facilitates 
elimination of bronchial secretions, soothes irritating and fatiguing 


cough, restores appetite, nervous and physical tone 





IMPORTANT IN 
BRONCHITIS AND BRONCHO-PULMONARY AFFECTIONS 
INFLUENZA, BRONCHIECTASIS, TRACHEITIS, 
CHEST CONGESTION OF THE AGED 








Basic N.H.S. Prices: 90 c.c. bottle 2/10 plus 83d. P.Tax. 16 fluid oz. bottle 11/6 net 


80 fi.id oz. bottle 45 - net. 
CLINICAL SAMPLE AND LITERATURE ON REQUEST 
BAILLY LIMITED, LONDON 


Sole Concessionaires BENGUE & co. LTD. Manufg. Chemists 
MOUNT PLEASANT, ALPERTON, WEMBLEY, MIDDX. 
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speci ilised 


THE BRITISH OXYGEN CO 


MEDICAL DIVISIO 
Great West Road 
Brentford 
Middx. 


SERVICE AS UNIVERSAL AS THE NEED 
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NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trust- 
worthiness of THE ORIGINAL PRODUCT. Standard works on cardiology 
and current medical literature contain numerous references to the unfailing 
reliability and constant activity of NATIVELLE’S DIGITALINE. Litera- 








ture and samples will gladly be forwarded on request. 


TABLETS in the following stable forms:— 
LETS (PINK) 0.1 mg.=1/600 gr. 


TABLETS (WHITE) 0.25 mg.=1/240 gr 


POULES for intramuscular and intravenous injection 0.20 mg.=1/300 gr 
Digitaline Tablets now available in dispensing packs of 200. 


NATISEDINE 
Tablets of 0.10 gm. of 
phenylethylbarbiturate of quinidine 
Bottles of 20 and 100 tablets 


NATIROSE DRAGEES 
Dragées of Nitroglycerine 
‘oxes of 


OUABAINE ARNAUD 
International Standard of Ouabaine kept in National Institute for Medical 
Research, London. 


TABLETS 
AMPOULES 
AMPOULES 


2.5 mg., 


1/24 gr 
1/120 gr.-0.50 mg 
1/240 gr.-0.25 mg. 


Bottles of 40 
for intramuscular injection 
for intravenous injection 


Ampoules packed in boxes of 6 


IODHEMA 


Tablets and solution 
All forms of Nativelle’s Digitaline & Ouabaine Arnaud are exempt from Purchase Tax 


74-17 WHITE LION ST., LONDON, "Le 


19 TEMPLE BAR, DUBLIN 





Alpha tocopherol (Vitamin E) for 


The natural vitamin E 
available only since 


N 


1948 must not be confused with the wheat 
germ oil in use before that date with its 
limitations as to potency and stability. 

The natural vitamin E of today comprises 
a concentrate distilled from the oils of 


cottonseed, palm, soya bean, etc. It is 
far more active biologically than synthetic 
vitamin E. 

The standard laid down by the League of 
Nations is that | international unit = | 
mgm. of d.1. alpha tocopheryl acetate. 
The VITA-E Gelucap (75 i.u.) heads the 
list of brands approved by the Vitamin E 
Society and is that recommended by the 
Shute Foundation for Medical Research 
and used with such conspicuous success 
at the Shute Institute. 


CARDIOVASCULAR-RENAL DISEASES 


A complete range of endocrine and 
hormone-vitamin preparations is available, 
including the popular BIOGLAN-A/R 
CAPSULES, based (like CORTISONE) 
on the adrenal cortical hormone; in- 
dicated for rheumatism, arthritis, rheu- 
matoid-arthritis, and fibrositis, and 
BIOGLAN-A AMPOULES for intra- 
muscular injection. This powerful endoc- 
rine tonic (combined with 50 mg. Vitamin 
B1) is in high favour because of its success 
in fully maintaining the physical and mental 
health of the middle-aged and the elderly. 
Literature on request. 


Sole Manufacturers: 


THE BIOGLAN LABORATORIES LTD 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 
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BARCLEY S7C/CAL CconSETS 


give omens 
happy 


. convalescence 


Renewed interest in dress and 
fashion can do wonders to ward 
off depression during convales- 
cence. A Barcley Corset, by 
giving a patient the exact sur- 
gical support she needs and at the 
same time improving her figure, 
enables her to take an interest 
in her appearance again—-with 
tonic effect on morale. 


BARCLEY CORSETS Prices from £5-1-0 
are on Medical Certificate 


individually designed There are resident Barcley cor- 

for: Post-operative wear setieres in all districts who will 

¢Visceroptosis * Deformity be pleased to call on patients by 
¢Maternity *Herniz appointment. 


ny ‘@ iF /y Corsets Limited 


WELWYN GARDEN C/TY =. HERTFORDSHIRE 
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“HOOQ” in the treatment of 
FURUNCULOSIS 


“ Fog ” is a concentrate of the 
active isomers of linoleic and 
linolenic acids, of standard- 
ised biological activity and the 
highest achievable degree of 
purity. It is available in 
capsule, liquid and ointment 
presentations. “Fo9” is 
indicated in cases of Infantile 
Eczema, Adult Eczema, 
Furunculosis and other skin 
disorders associated with a 
deficiency of essential fatty 
Diagnosis: Severe furunculosis, Photograph taken o : acids. It is also successful 
present for years. Photograph 1949 Treatment one “ 99 in cases of Varicose Leg 


taken on June 20, 1949 before capsule and one applicat - ; 
treatment with “* Foo j 99°’ ointment daily I lcers ol long standing. 











Literature on request 


INTERNATIONAL LABORATORIES LTD. Dep:. PR28, 20s HOOK RD., SURBITON, SURREY 





LUCOZADE as an improved 


form of glucose therapy 


Lucozade combines all the know sualities « 


nusual versat 


paired. Lucozade will be 


nost difficult patient. 


LUCOZADE 


the sparkling glucose drink 
REPLACES LOST ENERGY 





ANNOUNCEMENTS 











ourfold .\ 


Each tablet contains : 


Merbenty diethyiaminocarbeth 
hexyl bydrochloriue 

U rox 
Vas 

Sod iu phate 
Methv ice 


Lottles of 50 and 250 tablets 


@ ‘Merbentyl’ to relieve painful spasm 
motility thus assuring 


and « 
» prolonged contact of 


therapeutic agents with the stomach and « 


Metiylcellulose to give the ulcer a prote 

while it heals 

Aluminium Hydroxide Gel and Magnesi 

to neutralize excess acid 

And Sodium Laury! Sulphate to inhibit pepsin and 
over-activity 

These ingredients in balanced binatior uke 


new and highly effective peptic 


KOLANTYL 


he United Kingdom & Eire by 
IMITED, LOUGHBOROUGH, LEICS 


ndo 


iicer medicament 


stributed int 


d 
RIKER LABORATORIES L 
for the Wm. S. Merrell Compeny, | 


Merrell 
_—- 
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Protective Foods in Winter 














During the winter months it is specially important that 
a well-balanced diet containing a good supply of vitamins should 
be provided to give added protection against infection. 


Marmite is a useful protective food, which provides 
the essential vitamins of the B complex in a palatable 
form. An appetising hot drink can be made by stirring a tea- 
spoonful of Marmite into a cupful of boiling water or hot milk. 


MARMITE 


yeast extract 


contains 














RIBOFLAVIN (vitamin B,) 1.5 mg. per oz. NIACIN (nicotinic acid) 16.5 mg. per oz 
Obtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools 
Literature on request 
THE MARMITE FOOD EXTRACT CO., LTD., 35 SEETHING LANE, LONDON, E.C.3 
9312 











—— INCRETONE == 


With VITAMIN B, 


Stomachic and Tonic Augmented by Vitamin B, 


Incretone is a general tonic to which Vitamin B, has been 
added. The vehicle contains glandular substances pituitary 
and gonads and the bitter tonic principles taraxacum and 
gentian. 


Indicated in the treatment of anorexia, asthenia and general 
debility, and is a splendid aid in the convalescent period. 


Supplied in bottles of 6 ounces 


G. W. CARNRICK CO. 


Distributors: Brooks & Warburton, Ltd., 232-242 Vauxhall Bridge Road, 
London, S.W.1 Tel. Vic. 1282 
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GENATOSAN LTD.. 
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When intensive salicylate therapy is desirable 


CONSIDER 


SODIUM GENTISATE 
The sodium salt of 2:5 dihydroxybenzoic Acid GA BA IL 


In coated tablets each containing 0.5 G. 
IN RHEUMATIC FEVER 
ACUTE ARTICULAR RHEUMATISM 


High plasma concentrations are readily obtained 





and maintained without untoward = side-effects 


Please send for literature and clinical sample 


“. AINGLO-FRENCH DRUG C0.’ BARS aes 





“I’m going to prescribe a Lastonet bandage” 


This elastic net bandage may be prescribed under 


the National Health Scheme tecause of its 
two-way stretch it gives firm, even support 
2 
to sprained or weak joints. Its open net 
lets air circulate freely. In S-yard 
lengths (fully stretched) and 


2!, 3, 34 or 4 mch widths. 


“<> 


A . 
* ELASTIC BANDAGE 


LASTONET PRODUCTS LTD, CARN BREA, REDRUTH, CORNWALL 
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Dramatic Results 


in Dandruff Control 


s available 
unce bottles, wit! 


every bott 


Pri scribe 


SELSUN 


Suspension 
Try Selsun yourself 
Professional sample together with 


5-228, February 
64:41, July 


, 49:011 
Norem! 


Obtott 


technical literat will be sent on request to Abbott Laboratories Ltd Perivale Greenford Middlesex 
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IRON BY MOUTH 


without alimentary disturbance 


| x H fluid oz. of *‘PROBEX’ contains the total alcohol-soluble consti- 


+ 


tuents of 2 ozs. of whole fresh beef liver, together with ferrous iron (ir 


saccharated form), and erythrogenic components of the Vitamin B-complex 


*PROBEX’ is primarily indicated in 


(1) 
The difficult and resistant case of chronic hypochromic anemia 


where the response to treatment with iron alone is slow and ephemeral 
(2) 
fnemia of pregnancs where the absence of gastro-intestinal 
side-effects is warmly welcomed. 
(3) 
fnemia of infancy and childhood — where the palatability of the 


preparation ensures administrative success 


‘PROBEX’ 


BEEF LIVER WITH IRON 


*PROBEX’ is availal in bottles o Aluid « 


Wyeth) 


oh Wyeth & Brother 
lifton House Eust 


€ tol Road, 
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Hy podermoecly sis 


Plastic Surgery 


Pyelograph» 


=/ \o— 


| 


-) 
U4, 
~~ 


Hematomata 





=" 


Still more uses for Hyalase REGD 


hyaluronidase 


Benger Laboratories 


BENGER LABORATORIES LIMITED + HOLMES CHAPEL + CHESHIRE + ENGLAND 
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THE ewird PROBLEM 
/ 


/ 
IN, “CONVALESCENT DIET... 


Milk is an ideal source of protein but frequently the convalescent 
is intolerant to the normal formation of curds in the stomach 

so that intake is reduced, digestion impaired and absorption 

of protein diminished. 

This problem is solved when milk is partially pre-digested 

with Benger’s Food. Extremely fine curd formation is thus 
ensured resulting in improved tolerance and intake with 
maximal protein absorption. 

The photomicrographs show the effect of gastric juice on both 
milk and Benger’s Food and indicate the type of curd produced. 


Benger's Food may be recommended with confidence. 


Pasteurised Milk Boiled Milk Benger's Food — Benger's Food — 
pre-digested for pre-digested for 
s 


5 minutes minutes 





\ 


+ 
~ 


Muted BENGER'S FOOD 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL + CHESHIRE - ENGLAND 
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FERGON 
IS THE 








IRON 


With ‘Fergon’* a more consistent haemoglobin 

response may be expected than with the commonly used oral 
preparations. Absence of gastrointestinal upsets 

! . 3 ¥ 

eads to better absorption and utilization of iron and 
encourages even the most sensitive patient 

to follow the treatment regularly. 


pe viiv prepared cf d 


PRODUCTS LIMITED 


NEVILLE HOUSE - KINGSTON-ON-THAMES SURREY 


Associated export mpany: WINTHROP PROL “TS LTD 
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. . the most effective 


drug currently 


Peritrate available for prolonged 


TRADE MARK 


prophylactic therapy 


is now in angina pectoris”’* 


also available 


Peritrate 


with Phenobarbitone 


for the angina pectoris patient 


ds sedation 


“¥ ; 
| 
=. 
Peritrate with Phenobarbitone is a convenience 

in the treatment of angina pectoris among 

anxious, tense, and nervous patients. For these, SS 
prescribe Peritrate with Phenobarbitone, and a _— 
prolonged protection against anginal attacks will y 
be accompanied by a lightening of the anxiety- 

tension burden 

The usual dose is one tablet four times a day 

Peritrate with Phenobarbitone is supplied in 


bottles of 50 and 500 tablets and the prices are 


the same as for Peritrate, namely, dispensing 
bottles of 500 tablets are supplied to chemists at 


gs. Od., plus purchase tax 2s. 3d 
Each tablet contains lomg 
Peritrate (pentaerythritol 
tetranitrate) and I5mg 
phenobarbitone 


*J.A.M.A 
153: 207 (Sey 


WILLIAM R. WARNER & CO. LTD., Power Road, London W.4 
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the improved tar-sulphur-salicylic acid ointment. 


Issued in 1-o2. tubes 


; Sal 


d ir 3 


For cost to N.H.S., please see M. & L. list of costs dated April, 1954 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE 


T 


24 S & Fr 
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SS 4 SUGGESTION FOR THI 
S y dae *CORNISEC l SS 
A i now widely recognised tha < GENERAL PRACTITIONER 


a high percentage of all cases 
seen by the general practitioner En the treatment of these 
today can be attributed wholly stress disorders the general 


or partly to stress disorders practitioner will find that 


Though the symptoms may Sanatogen protein 
be diverse (rheumatism, is an extremely useful adjunct, 
headache, insomnia, dyspepsia, 


diarrheea, effort syndrome, etc 


particularly when dealing with 
patients who insist on a tonic, 
a common factor in the patients when strong suggestion is 


is their inability to withstand the needed, or for people who are 


pressure to which he or reluctant to accept stress 


is subjected as a diagnosis 


THE ROLE OF SANATOGEN 


Sanatogen is 95°,, casein 
chemically combined with 5 
sodium glycerophosphate, 
and has a vigorous tonic effec 
on the physical and nervous 
system. Three teaspoonfuls of 
Sanatogen t.d.s. (the normal 
dosage) provide the patient wit 
24 grams of protein daily, 
free from fat and cholesterol 
whilst by reason of its 
glycerophosphate content 
it has a specific tonic effect on : 
body and nerve tissue : x 
Although Sanatogen is not ~~ 


SS 
prescribable owing to its high . . 
food value, it has been widely : 
recommended by the profession 3s 


for more than 50 years 


~ 


THE PROTEIN NERVE TONIC 


The word ‘Sanatogen’ is a registered trade mark of Genatosan Ltd., Loughborough, Leics 
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following cervical cautery 
following vaginal plastic procedures 


m routine postpertum core 


highly buffered acid vaginal jelly (pH 4.0) 


provides modern scientific acid “‘douche’"’ therapy 
promptly restores and maintains vaginal acid ty 


encourages re-establishment of normal vaginal flora 


Ortho Pharmaceutical Limited 
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Elastoplast 
Bandaging 
Technique 


In the treatment of 
varicose ulcers careful 
bandaging is essential 

in order to achieve the 
best results. 
Drawing together of 
ulcer edges by Strapping 
extra pressure by means 
of sponge rubber — 
vertical strips 

and carefully applied 

I lastoplast bandaging 
some of the important 
points in technique 
Outside the I 

Elastopla ma 

as Tensopla 


respectively 


Elastoplast , 


POROUS ADHESI\ BANDAGES wed oe SER 


& 


a ~ 
' WARS SSS 
The adhesive mass of Elastoplast is now rendered porous by a special Wass 


process. The bandage with the Porous Adhesive has all the advantages 
associated with Elastoplast—firm adhesion, compression and support 

while permitting free evaporation of sweat. The price is unchanged 
When prescribing Elastoplast, add **Porous Adhesive” to your script 
Full details from Smith & Nephew Ltd., Welwyn Garden City, Herts., 
the marketing organisation of T. J. Smith & Nephew Ltd., Hull. 
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Elastoplast 
Porous Adhesive Bandages 
now 1n full supply 


Elastoplast 


POROUS ADHESIVE BANDAGES B.P.C. 


l 
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Crra 


the broadest-spectrum antibiotic 
for the wide range of infections 


encountered in General Practice 





THE PRACTITIONER 














A, piece of bibulouy paper 
Shout be. “paar WwW col woln- 
applied 2 the get te be veswcaled 


Qno CoveErcd ww hree or 


prwr Pes 4 of dry y papers d 
Commer smoothing wor 


B22 OCPTEES — 


heatsd Yo : 
fahrerred rhouted 4 vrow he 
pes vex thy ve or four limes 
over tt ano. Cn KrrgG£a 

Viz apse We 

found Vegicaled ; 


nei — 
a_i. 
— — 


Simplicity 


nately for the patier 


t sucn 


primitive procedures have passed 
nto oblivion; but the basic principles of counter-irritati 


ALGIPAN Balm is the modern physiological outle 


of non-articular rheumatism Application 
Ss simplicity itselt 


cream by the patient i 


i‘ ¥ NON-LTCaSV, Wil 


iS Harimiess to the miost 








available in 


j th ; Ail 
for Tie an dl 


*Algipan’ 


(Wyeth) 
BALM 
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Jhe night passes serenely ° 


to a fresh awakening... 


Since the original synthesis of ‘Amytal’ over thirty 


years ago, Eli Lilly & Company has been closely associated 
with the further development of the barbiturates 

To-day, as a result of further research by Lilly 

the physician has an extensive range of barbiturates from 


which to choose the drug most suited to his case 





ncluded in the Lilly range of Barbiturates are 


*PULVULES’ brdnd filled’ capsules 
‘SECONAL SODIUM’ 


brand Quinalbarbitone Sodium 
Quick onset — short duration 
gr. 2 and gr. |I4 

‘SODIUM AMYTAL’ 


brand Sodium Amylobarbitone 
Medium onset — medium duration 


gr. | and gr. 3 
*‘TUINAL’ 


brand Quinalbarbitone Sodium with 
Sodium Amylobarbitone 


SLT aay —aartt duration 


and Tablets 


‘AMYTAL’ 
+ + brand Amylobarbitone. 
siden lly Medium onset — moderately long duration. 
gr. a, gr-d. gr. 4. gr. & and gr. It. 


wk 
a 


‘ 


ELI LILLY & COMPANY LIMITED, BASINGSTORE® EN 


GLAND 
\ 
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\ 
for the \ rapid relief of pain 


The distress caused by the \ in rheumatism and scia 
7 ir 


piercing, stabbing pains € 
of neuralgia is quickly relieved C 
by the rapid, smooth, \ < nated by the 

ON phenolphthaleir 


Ir lw 4 jel Yr 1 
mreaagy Wiaely Presec i 


ects of proionge is 


odeine and salicylic 
analgesic action of HY! HYPON TABLETS are 
TABLETS, enablin bed for the 
practitioner to prescribde 
means of meeting the patient's 
need. Menstrual pain is al \ 


ellectively alleviated. Where the 


i Sale speedy and Sale action th the st 
yicte climination oO! gastric set 


co 
vely reduced 


Febrile states are effect 
in conditions such as influenza, 
za and tonsillitis 


» &s Cor 


FORMULA : Acid Acetylsalicyt 
B.P. 40.22. Phenacet. B.P. 48.00 HYPON 
—_ 


c affein. B.P. 2.00 Code Phosph 


B.P.0.99°%. Phenolphthal. B.P. 1.04 T ABI ETS 


Excip. 7.75% (each tablet 8 grains) 


INCLUSIVE COST TO THE 
NATIONAL HEALTH SERVICE 
24 tablets 2 8d PRESCRIRE HYPON TABLETS BY NAME 


cause of distress is more chro 


LONDON 


Yeepwow,, CALMIC LIMITED 3 sowsris sven uy 


Telephone 
eleph 


Crewe 3251-5 
tet a 
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Note about cost: 
Under the National 
Health Service the basic 
cost of 25 ‘* Sulmezil’ 
lablets is 13/4, and of a 
5 &.€ bottle of 
‘Sulmezil’ Oral Suspen- 
sion (containing 14 tea- 
spoonful doses), 9/4 
‘Sulmezil’ is free from 
Purchase Tax 


COMBINED ORAL PENICILLIN AND ‘SULPHAMEZATHINE’ THERAPY 


ORAL SUSPENSION: cach suid 


lrachm contains 0.5 gramme ‘Sulpha- 


mezathine’ and 150,000 units ‘Dibencil’ 


TABLETS: each contams 0.5 gramme 
‘Sulphamezathine’ Sulphadimidine B.P. 
and 150.000 umits ‘Dibencil’ benzathine ‘ - ; . 
benzathine penicillin. Pleasantly fla 


pemcillin , 
—_— oured and stable. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


1 


ompan Chemical Industries Limited 


WILMSLOW, MANCHESTER Ph. 463 
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A physiological treatment 


of constipation 


SENOKOT RESTORES NATURAL RHYTHM 


Senna is a neuro-muscular stimulant 


of peristalsis and produces a good imitation 


ao 
> 


of normal defaecation. Such a physiological effect 


is of great value in restoring natural rhythm 


Through the production of Senokot, the first 
stable, standardised preparation of senna, the 
full therapeutic activity of the drug has been made 


available and its re-educative effect demonstrated 


Senokot 


STANDARDISED SENNA GRANULES 


WESTMINSTER LABORATORIES LTO., CHALCOT ROAD, LONDON. 'N WI 











ANNOUNCEMENTS 








sustained release capsules 


In ‘Spansule’ capsules, the drug ts distributed among many tiny pellets 


msintegration times By this means a uniiorm and sustained 


} | 


s achieved over a period of ten to twelve hours vith 


The first drug to be presented in * Spansule * form is 


SMITH KLINE . H tNTERNATIONAL CO 


~ 
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A POTENT STARCH-DIGESTING ENZYME 


TAKA-DIASTASE, a potent starch-digesting enzyme, is capable of liquefying 
300 times its own weight of cooked starch in conditions found in the normal 
stomach. As a digestive agent, both in itself or related to insoluble carbonates 
and aromatics for correcting hyperacidity, it is unsurpassed for the treatment of 
gastric discomfort. 


TAKA-DIASTASE SEDATIVE 
ELIXIR (No. 198). A combina 
tion of Taka-Diastase, bismuth and 
nux vomica for dyspepsia accor 
panied by nausea or pain 


in bottle f 4, 16 and 8O fluid 
’ } 1 | s ) 3 « ) 1 ounces 
| ! } ! h t ) | h t ) { TAKAZYMA. Taka-Diastase, wit! 
‘ ‘ 4 / I sub-carbonates Gives 3-fold re 
; lief—for (i) hyperacidity, (2) 
Star¢ h-dige sting enzyme undigested starch, (3) irritation of 
gastric mucosa 


Powder in jars of 2 ozs., tins of 1 I 
Lozenges in bottles of 30 or 100 


Parke, Davis & COMPANY, LIMITED, Inc. U.S.A. HOUNSLOW, MIDDLESEX 


Telephone: Hounslow 236! 460 
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Respiratory 


centre failure 


Cardiac failure 


Pulmonary oedema 


and bronchospasm 


Renal failure 


ijactured by WHIFF 


tn & SONS LIMIT 


ED an 


d distributed 


by 


BENGER } 
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| New 


FIRST SAFE AND EFFECTIVE 
INTRAMUSCULAR IRON 








BENGER LABORATORIES, who introduced the first intravenous 
iron preparation, now present a new and equally effective iron 
complex for intramuscular administration. 
ITS NAME IS IMFERON. The introduction of this new com- 
pound considerably simplifies the control of iron deficiency anaemias 
in both hospital and general practice. 

Note these advantages . . . 


* Imferon is the first safe and *% Imferon provides the equiv- 


* 


effective irom preparation for 
intramuscular injection—equally 
suitable for general practice and 


hospital use. 


Imferon produces a haemo- 
globin response identical with 
obtained by 
The response is 


that saccharated 
oxide of iron. 


thus predictable. 


Fully-descriptive 


literature 


alent of 100 m.g. of iron per 2 
mi. injection or 250 m.g. of iron 
per 5 ml. injection; fewer injec- 
tions are therefore necessary to 
administer the calculated total 
dose. 

AMPOULES 2 ml 
boxes 10 and 100. 


AMPOULES 5 ml 
boxes § and 50 


100 mg. Fe.) 
(250 


mg. Fe 


om request 


A Technical Information Service is at your disposal. 


Imteron 


Iron-Dextran Complex 


TRao 


Maan 


A PRODUCT OF 





BENGER 


[ BENGER ) 





RESEARCH 


LABORATORIES LIMITED 


HOLMES CHAPEL 





CHESHIRE 
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WHISPER 
CAN BE 
A 
SHOUT 


FOR 


TYROZETS 
iiaceaiains teasing 


When the victim of a sore throat can hardly whisper . . . the condition 
shouts for * TYROZETS’. These pleasant, slow-dissolving lozenges soothe 
the irritated mucosa through their harmless analgesic content, and exert 
a continuous germicidal effect against the gram-positive bacteria 
commonly found in the larynx and the oral cavity. 


*TYROZETS’ rapidly relieve pain and discomfort — carry antibacterial 
medication into minute tissue crevices—combat the pathogenic invaders 


by concentrated local antibiotic action. 


The principal ingredients of *TYROZETS’ (tyrothricin | mg. and benzocaine 
5 mg. per lozenge) are combined in ideal proportions to give maximal 
therapeutic response in the treatment of mouth and throat infections. 





| THE BASIC N.H.S. PRICE OF ‘TYROZETS’ IS 1/84. 
PER SPECIAL PLASTIC VIAL. 





*Tyrozets’ is a Registered Trade Mark. SHARP & DOHME LTD., HODDESDON, HERTS 
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In Chinese 1 
number 9 ands 
mystic significan 
basis of architectura 
textile patterns, 1 
The me 





it! UUM OME AMA WHILE ORAL 
My 


cima Ce 


Compound for Constipation infections of the urinary tract 
VM Mh ae 


ANUSOL |} VEGANIN 


Haemorrhoidal Suppositories Analgesic — Sedative 
& Ointment Antipyreti« tublets 


Yi AWA ALLY, 


Antacid Presume VERACOLATE 


Cholagogue — evacuant tablets 


and Suspension 





Wi Mh: 


METHIUM | TYROSOLVEN 
CHLORIDE §@ anaesthetic — 


Oral hypotensive tablets 8 antibiotic lozenges 





LALLA 


Tablets for 
lNy Coronary Vasodilation ~ 
Wy ‘Liam 
ayy, Pow ~'e 
“Wp ll er Road Le 


tised to the public 
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aN 


Amisyn 
Tablets 


COMBINING 


@ ACETOMENAPHTHONE B.P. 10 mg 


@ NICOTINAMIDE 8B.P. 50 mg 


FOR 
Chilblains 


Write for literature and 


samples to 


THE 


firmour Laboratories 


HAMPDEN PARK ~- EASTBOURNE - SUSSEX 


Telephone Telegrams 
HAMPDEN PARK **ARMOLAB ' 
740 EASTBOURNE 
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iain oii ih tbaaae cane aiaiaiaaiaiialiles. 
THE PROBLEM OF THE CHRONIC PEPTIC ULCER PATIENT 





SURGERY ? 





Many intractable cases of chronic duodenal or gastric 

ulcer respond successfully to Roter therapy when other, 

sometimes radical, measures have failed. 

As a rule, Roter therapy does not demand a strict regimen, 

which in itself is often an upsetting factor to the patient. 

Usually, pain and discomfort are quickly dispelled ; 

healing proceeds smoothly ; and relapses are infrequent. 

For your problematical peptic ulcer patients, Roter tablets 
may be helpful. Literature and a full 
trial supply will be gladly sent on request 


IN PEPTIC ULCER 


WAIN) ANA baa ANION ANNAN IJ WLAN AAA Aananiniia a neni A N/V Niloa ier ws ANd 


Packings : 7ins of 40, 120, 640 
und dispensing size, 720. P.T.Free 


F.A.I.R. LABORATORIES LIMITED 
179 HEATH ROAD, TWICKENHAM, MIDDLESEX 
Telephone: POPesgrove 2028 


Padfaahatt 
TAU IAN afd MeO 


DAMA v8.0 wow vu WA NL VY a OY aaa 
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For the Ambulatory Treatment of Ulceration of the leg 


DALMAS LESTREFLEX DIACHYLON ELASTIC BANDAGE 
wATEg peo; 


FIRST-AID DRESSINGS The plaster is innocuous to newly formed tissue cells and leucocytes 
on and may be used on sensitive patients without risk of plaster 
oN. idiosyncrasy. Lestrefiex may also be used in all cases where an 
~ occlusive and undisturbed type of dressing is indicated, as well as for 

joint injuries, fractures and lesions of the feet. 

Lestrefiex is also supplied with strip ventilation which assures 

aeration to the wound. 

In 3 yd. rolls 2) in. and 3 in. wide 


The Dalmas Special Doctor's Available on E.C.10 
Cabinet contains 180 first-aid 


dressings im seven sizes and 
shapes with a spool of Dalmas 
strapping 
M.1 


Established 1823 

















DALMAS LIMITED, LEICESTER & LONDON, 
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For the 


distressed and 


anxious patient 


“WDE DN AVN’ 


One tablet t.i.d. after meals 


‘ 
i) ’ produces a mood of calm cheerfulness, free from 
the drowsiness and dull-wittedness sometimes caused by 
barbiturate therapy. ‘ Drinamyl’ helps the anxious patient to 


face his worries with tranquillity and optimism. 


Each * Drinamyl’ Tablet contains 5 mg. * Dexedrine’ 
(dextro-amphetamine sulphate) and 32 mg. (gr. 4 


amylobarbitone. Issued in containers of 50. 
For cost to N.H.S., please see M. & J. list of costs, dated April, 1954 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON. S.E.5 


pLP14 for Smith Kline & French International Co., owner of the trade marks ‘ Drinamy!l’ and ‘ Dexedrine 
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The Original and 
Standard Emulsion 
of Petroleum 


Angier’s Emulsion is made with petroleum 
specially purified for internal use. It is the 
original petroleum emulsion—the result of 
many years of careful research and experi- 
ment. There is a vast amount of evidence 
of the most positive character proving the 
efficacy of Angier’s in sub-acute and chronic 
bronchitis. It not only relieves the cough, 
facilitates expectoration, but it likewise im- 
proves nutrition and effectually overcomes 
the constitutional debility so frequently 
associated with these cases. Bronchial 
patients are nearly always pleased with this 
emulsion, and often comment upon its 
soothing, ‘‘comforting”’ effects. 


Angier’s Emulsion 


THE ANGIER CHEMICAL CO. LTD., LONDON, S.E.1. LABORATORIES: SOUTH RUISLIP, MIDDX 
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A new adjuvant in the 
treatment of respiratory disorders 


Lloyd-Hamol Ltd., of London and Zurich, present 
to the medical profession a new decongestive 
salve, Thoracin, for the symptomatic relief of 


coughs, colds and respiratory disorders 


The Thoracin formula is based on the 
same principles that have made Transvasin 
so successful in the treatment of rheumatic 
conditions. 
> Thoracin is composed of esters of sub- 
stituted hydroxy aromatic derivatives 
> Thoracin achieves the effect of the classic 
counter-irritant remedies poultices, 
plasters and cupping—without irritation 
of the skin 
PThoracin contains a new ester of 
Guaiacol that is entirely free from the evil 
smell and irritant effect associated with 
this phenol derivative in its pure form 
This ester easily penetrates the skin, and is 
excreted in the alveoli, where it exerts its 
well-known action 
>Thoracin ensures vasodilation of the 
superficial skin vessels by the use of esters 
of nicotinic acid 
PThoracin relieves reflex spasm of the 
pectoral muscles by the use of the tetra- 
This es hous bow Thevacie commences hydrofurfuryl-ester of salicylic acid 
penetrate the skin, are carried by the blood- PThoracin brings to the alveoli via the 
stream to the alveoli and excreted there to bloodstream the sedative, antispasmodic, 
exert their effect and expectorant properties of camphor and 
——— FORMULA : ~ eucalyptus 
N THORACIN is available in | oz. tubes 
7 basic price 2/6 plus 74d. P.T. It is an 
ethical product and is not advertised to 
the public. Since a very small quantity is 
sufficient for each application, the cost of 
treatment is extremely low. Samples and 
literature will be gladly sent on application 


evesibies LTD. | THORACIN 


1} WATERLOO PLACE, LONDON 
S.W.1l, AND AT ZURICH 





MADE BY THE MANUFACTURERS 
OF TRANSVASIN 


Thoracin is the registered trade mar 


Lloyd-Hamol Ltd 
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another new 


A&H product 








Striking a new note 


in ORAL CHLORAMPHENICOL therapy 


4 new tasteless derivative of chloramphenicol, which 
leaves no residual bitterness on the tongue ‘after oral 
administration, has been combined with atropine to form 
a palatable suspension which has a wide range of thera 
peutic activity when given by mouth 


Chloramphenicol cinnamate, this new derivative, ts 
hydrolysed in the alimentary tract releasing the parent 
substance, chloramphenicol The small dose of atro 
pine reduces the possibility of gastric intolerance and 


aids the retention of the antibiotic 
' 


Alficetyn Suspension is pleasant to take, easily admin 
istered, well tolerated and rapidly effective 


ALFICETYN 
SUSPENSION 


In bottles of 60 c.c 


ALLEN & HANBURYS LTD-LONDON-E-2 


PHONE » BISHOPSGATE 3201 (/2 LIMES) WIRES: CREENBURYS 467, LONDON 
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“VIULES* 
STREPTOMYCIN 


The first British disposable cartridge presenta- 
tion of a stable Streptomycin Sulphate solution. 
“Viules’ of 2 ml., each containing Streptomycin 
Sulphate equivalent to 1G of Streptomycin. 


“VIULES’ 
} PRO-STABILLIN A.S. 











*Viules’ of Pro-Stabillin A.S. now contain a new 
and wmproved free-flowing aqueous suspension 
of Procaine Penicillin. ‘Viules’ containing 
300,000 I.U. and 600,000 I.U. 


IN BOXES OF 6 AND I00 
* Viules’ Disposable Medical 
Cartridges are first choice in 
Parenteral Antibiotic Therapy 
FOR :— 


Pre-measured doses — No wastage — 
Aseptic injection in seconds. 








Please write for further details to Medical Dept. 
BOOTS PURE DRUG COMPANY LIMITED 
NOTTINGHAM, ENGLAND 























ANNOUNCEMENTS 

















MPROVED PRESENTATION 


IRON DEFICIENCY ANAEMIAS,_ gastric irritation The addition of 


' 
i 


ferrous sulphate is universally Folic Acid stimulates production o 
accepted as the most efficient com- erythrocytes, and the dried 
pound for oral administration he increases appetite and re-infor: 
improved method of presentation in the action of the iron 
* Plastules ’ ensures maximum absorp- ‘ Plastules’ are available in four vari- 
tion and utilisation. The tasteless,  eties: Plain: with Liver Extract: with 


easy-to-swallow capsules rapidly dis- Folic Acid; and with Hog Stomach 


in a semi-solid condition is quickly LAS Ut LES 


absorbed, with avoidance of HAEMATINIC COMPOUND 


integrate and the ferrous sulphate 


Ayeth 


JOHN WYETH & BROTHER LTD * CLIFTON HOUSI ELSTON ROAD LONDON 
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For Repiratory Failure in 





Emergencies ... 





LOBELINE—SANDOZ 


Lobeline-Sandoz stimulates respiration and is 
indicated in respiratory failure due to poisoning, 
narcosis, infection, electrocution, drowning, ete. 
It has proved to be a safe and reliable respiratory 
stimulant in asphyxia of the newborn. 

Lobeline-Sandoz has been successfully used in 
the treatment of allergic dermatoses such as 
urticaria, weeping eczema and serum sickness. 
Intravenous injections of Leobeline-Sandoz may 
be used for the measurement of arm to carvtid 


sinus circulation time. 


Weak dose: Ampoules of | ml. containing 3 mg 


Strong dose: Ampoules of | ml. containing 10 me. 


Literature and samples supplied on request 


ANDOZ 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.1 
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NIU|LIAICI LIN 


for successtul peptic ulcer therapy 


NEUTRALIZATION of gastric hyperacidity has long been acknowledged as the first 
requirement of successful peptic ulcer therapy. In the past it has only been possible to 
achieve this with milk-alkali drip therapy under hospital conditions 

Now NULACIN provides all the advantages of milk-alkali drip therapy without the 
discomfort of a tube and without inconvenience to the patient 


{oi 2 write. INDICATIONS 

NULACIN tablets are indicated whenever neutralization of 
the gastric contents is required: in active and quiescent 
peptic ulcer, gastritis, gastric hyperacidity 

Beginning half-an-hour after food, a Nutacin tablet 
should be placed in the meuth and allowed to dissolve 
slowly. During the stage of ulcer activity, up to three tablets 
an hour may be required. Fer follow-up treatment, the 
suggested dosage is one or two tablets between meals 

NULACIN tablets are not advertised to the public and have 
no B.P. equivalent. May be prescribed on E.C.10. The dis- 
pensing pack of 25 tablets is free of Purchase Tax. (Price to 
pharmacists is 2/-.) Also available in tubes of 12 

NULACIN tablets are prepared from whole milk combined 
with dextrins and maltose, and incorpgrate Magnesium 


Trisilicate 3.5 grs.: Magnesium Oxide 2.0 grs.: Calcium 


Carbonate 2.0 grs.; Magnesium Carbonate 0.5 grs.; Ol 
Mentn. Pip. q.s 


BIBLIOGRAPHY 
The Control of Gastr Br Ml 26 ly 1952, 180.182 
Medical Treatment Peptic ‘ Med 27th February 1952 
19°.199 
The Effect on Gastr id of “Nulacin”™ Tablets, Med. J. Aus 
November 1953, 823-824 
Control of Gastric Acidity by a New Way of Antacid Administratio 
et f acid ¢ 1. 1953, 42-955 
; continue rthe idies the Reduction of Gastric Acidity. Br Med. J 
3.184 


NULACIN C , ivestigati oO ction of Antacids, The Practitioner 
is available throughout the 

British Commonwealth, in — . 

the U.S.A. and many other HORLICKS LIMITED 

countries. It is known as Nu- 


lactin in Canada and Sweden Pharmaceutical Division - SLOUGH - BUCKS 
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Convalescence cannot be rushed, but the gentle 


assistance of a reputable tonic smooths the wearisome passage from the 


exhaustion of illness back to health. ‘ Neuro Phosphates’ (‘ Eskay’ 
has long enjoyed the confidence of both doctors and their patients. 


The formula is adequate ; the presentation faultless. 


‘Neuro Phosphates’ |: 


Dosage: Adults: 2 teaspoonfuls in Formula: Each adult dose contains Calcium 
water 3 times daily, preferably before glycerophosphate 130 mg. Sodium glycerophos- 
meals. Children: according to age phate 130 mg. Strychnine glycerophosphate 1 mg 


Issued in 8 fl. oz. (227 mil.) bottles 
For cost to N.H.S., please see M. & J. list of costs dated April 1954 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


NPI23 for Smith Kline & French International Co., owner of the trade marks ‘ Neuro Phosphates ’ and ‘ Eskay’ 
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Massive dosage 


clearly indicates 


Solprin 





Except in cases of extreme hypersensi- 
tivity, aspirin, in the form of ‘Solprin’ can 
be given in large doses over prolonged 
periods, with minimal risk of gastric or 


systemic disturbances. 


SOLPRIN 


Stable, soluble, palatable, calcium aspirin 


Clinical sample and literature supplied or appli 
cation. Solprin is not advertised to the public 
and is available only on prescription (U.K. and 
Northern Ireland only). N.H.S. basic price 7/6 


tor 200 tablets in foil 


HULL AND LONDON PHARMACEUTICAL DEPT., 


HU LL).| 
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THERE’S MORE TO IT a 
THAN MEETS THE EYE oe, 


How true this hackneyed expression is of so 
much in life! 
Just as the periscope portrayed here gives little 
visible indication of the amazing piece of 
machinery of which it is an appendage, 
so the Cow & Gate tin conveys little of 
the vast amount of scientific research 
and painstaking testing always going on 
behind the scenes, which ensures that its 


CoweGate 


contents are as effective in infant feeding . 
. | Milk Food 


practice as human ingenuity can make | =o 


them. 


COWéGATE MILK FOODS 





GUILDFORD SURREY 





ANNOUNCEMENTS 








EIN IIH 
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INULIN 


ua 


Mn Ypective Antacid 


S of established value 
(/—~ 


| 


| een gastric acid, yet unaccom- 

NeteaceageO panied by the disadvantages 
arising from carbonate medication, clearly indicates 
the clinical superiority of * Milk of Magnesia ’** as a 
therapeutic antacid. 





Non-systemic in action, ‘ Milk of Magnesia’ may 


Il fr 


UIVLNOLIEOUUUOUDUUYEUGN LAN 


Immediate neutralization of 


confidently be prescribed in a wide variety of 


conditions associated with gastric acid disturbance— 
from the mild case of dyspepsia to the acute ulcer 
stage—where intensive alkaline treatment is essential. 
*Milk of Magnesia’ reacts with the acids of the 
stomach to form a neutral laxative salt which 
promotes gentle but effective elimination. 


‘Milk of Magnes! 


ANTACID LAXATIVE 
YebhuH Pits Cheminl boLebe 


1, WARPLE WAY, LONDON, W.3. 


a 


RECD. 


f Magnesia’ is the trade marx of Phillips’ preparation of magnesia. 
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AN EFFECTIVE 


Effective diuretic therapy by oral administration’ is now made possible by MERCLORAN 
One tablet three times daily, equivalent to 30mg. mercury, is usually sufficient to keep cardiac 
patients free from oedema. Where more intensive treatment is needed MERCLORAN, 
being well tolerated by the majority of patients, can be taken more often and in increased 
doses. The need for injection is thus frequently eliminated. 


In severe cases, it is often desirable to initiate treatment parenterally, in which case the 
chemically related compound MERCARDAN (meralluride Sodium U.S.P.) is available. 


IN BOTTLES OF 25 AND 250 TABLETS 
M F R 6 10 R AN ann MERCARDAN For PARENTERAL USE 
CHLORMERODRIN N.N.R 


IP): PARKE, DAVIS & COMPANY, LTD. (Inc. U.S.A.) HOUNSLOW, MIDDLESEX. Telephone: Hounslow2361 


570 
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There is no other Rauwolfia product like... 


UWILOID 


Brand alkaloid hydrochlorides of Rauwolfia Serpentina 


rpms treatment 


eoeer 


Rauwiloid is free from the 
COOAKLEE ... inert matter in the crude root 
ind its undesirable substances (for instance yohimbine 


pe alkaloids) 


“4 Rauwiloid contains, besides 
CCA ME. oe reserpine, a number of active 
hypotensive alkaloids, for example rescinnamine* 


recently isolated by Riker Research and reported 


more hypotensive and less sedative than reserpine) 


Rauwiloid (constant in po 
COOMLEE ... tency and action), is fraction 
ited only from carefully identified unadulterated 


Rauwolfia serpentina, Benth 


*Pharmalogical Studies with 


fika 


Doeage v4 Simple... 


TWO TABLETS NIGHTLY 


RIKER LABORATORIES LTO 


LOUGHBOROUGH Leics 
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Relieving 
the bronchial tree 
in asthma 


SMAC’ TABLETS are formularized to 

provide symptomatic relief cf the bronchial 

tree both during actual dyspnoeic attacks of 
bronchial asthma, and during remissions 


‘Asmac’ Tablets combine in a single prescription 
‘official’ drugs recognized for their reliability to 


effect mental sedation, decongestion, expectora- 
tion and bronchodilatation 


PACKS AND COST TO PHARMACISTS 
Standard Tube of 20: 3 - 
Dispensing Bottles. 100, 12 -; 500, 526 
1,000, 102 6 


A. WANDER LIMITED, 
42 Upper Grosvenor Street 


Grosvenor Square, London W.| 


Formula each Tablet) :- 
Allobarbitone B.P.C 0.03 g (0.46 grain) 
Liquid extract of Ipecacuanha B.P .. 0.02 mi (0.34 minim) 
Ephedrine Hydrochloride B.P. 0.015 g (0.23 grain) 
Caffeine B.P 0.10 g (1.54 grains) 
Theophylline with Ethylenediamine B.P 0.15 g (2.31 grains) 
Pi, Si, S4, 
Permissible on N.H_S. scripts 
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VIMALTOL 


VITAMIN FOOD SUPPLEMENT OF 
WIDE APPLICATION 


‘ VIMALTOL * 3s a delicious vitamin food 

concentrate of value to infants, children and 
adults. Its formula has been developed in the 
* Ovaltine ’ Research Laboratories in the light of 
prolonged investigations by scientific experts in the 
field of dietetics. The malt extract, yeast, halibut 
liver oil, vitamins and iron in ‘ Vimaltol’ are 
presented in a palatable and easily digestible form, 
which is taken readily over long periods. 


When the quantity of vitamins supplied by the 
diet is known or suspected to be insufficient, 
*Vimaltol’ will provide some of the essential 
accessory factors to help to render the diet 
balanced and adequate 


*Vimaltol’ is widely recommended as a dietary 
adjunct of use towards meeting the higher 
metabolic requirements of growing children 


Each ounce contains: 1420 t.u. of Vitamin A, 
710 t.u. of Vitamin D, 0.35 mg. of Vitamin B,, 
0.2 mg. of Vitamin B, (Riboflavin), 2.8 mg. of 
Niacin (P.P. Vitamin) and 3.3 mg. of Iron in a 
readily assimilable form 


® 


_ - 
Ld 


¥ 


» 
2 A Product of the ‘ Uvattme’ 
4 Research Laboratories 


Clinical samples on Physicians’ request 


to the Medical Department 


A. WANDER LTD., 
42 Upper Grosvenor Street, 
Grosvenor Square, 
London W.|I. 

















THE PRACTITIONER 





new.. 


effective local 


antibiotic therapy 


—minimal risk of 


sensitisation 


*Polyfax” combines ‘ Aerosporin’ brand 
Polymyxin B Sulphate with Bacitracin in 
a new antibiotic ointment of very wide 
antibacterial range. * Polyfax’ has a 
prominent place in clinical practice 
because 
® *Polymyxin’ is lethal to many gram- 
negative organisms, particularly ?: 
Ppyocvanea. 
Bacitracin is effective against gram- 
positive organisms. 
Drug resistance to polymyxin is 
unknown, to bacitracin very rare. 
Penicillin-resistant strains often 
succumb to bacitracin. 
® Risk of skin sensitisation is minimal. 
Local absorption is insignificant. 
Subsequent systemic use of antibiotics 
is not prejudiced. 
*Polyfax’ is so formulated that its 
antibiotic components are stable and 
readily diffusible. 
‘Polyfax” is non-irritating and may be 
applied for long periods if necessary. It 
is available in tubes of 20 gm. for topical 
application and as *Polyfax” brand 
Ophthalmic Ointment in tubes of 4 gm 


with special nozzle 


Dal «xf. y 
Poly tax. OINTMENT 


a & CO. The Wellcome Foundation Lta.. LONDON 
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PAYNOCIL 


OVERCOMES ASPIRIN IRRITATION 


Paynocil is a new, non-irritant, palatable 


analgesic representing a considerable 


advance in formulation of products of its 
kind 


“e 


It combines acetylsalicylic and 
amino-acetic acids in a tablet offering 


the following advantages 


PAYNOCIL 


ralatable 
of analgesic 
” 


iW 
It ntegrates pleasantly and rapidly on 


wiih water or 


rin (10 erains 


n one tablet 


PACKAGING AND PRICES 
let ul Pr I 42 


ae . — ———— 
al Re 6 en ae & De : aa 


rm or Occasional Use 
ol s Oo rritant pre equally suitable 
perties Pa 


Long Term, Intensive Use Short Te 
Because t t ts for the 
resia required to 
Ue I yu : a owns 0 

herapy necess 


scceptadi 


FORMULA: each tablet contains 
ice sa aed 


Cc. L. BENCARD LTD PARK ROYAL, LONDON, N.W.10 


ercaa 6681. TELEGRAMS: BEN HARLES, LONDON 
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MENINGOCOCCUS —— a 


PNEUMOCOCCUS ——— 


STREPTOCOCCUS 
STAPHYLOCOCCUS 
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ow | Gantrisin 


TOXICITY 

ROCHE SULPHONAMIDE 
HIGH 
SOLUBILITY 


Packings: Tablets 0.5 g. in 20, 100, 500 
Syrup—0.5 g. in bottles of 100 c.c. & 500 c.c 
Eye Drops (4% solution) in bottles of 10 c.c 


ROCHE PRODUCTS LIMITED - 15 MANCHESTER SQUARE - LONDON - W 
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OF all the minor maladies that afflict the inhabitants of these Islands, none 











are more devastating in the inconvenience and discomfort they cause than 
upper respiratory infections. ‘I'wenty years ago their des- 

The cription as ‘minor maladies’ would scarcely have been justi- 
Symposium fied, but the advent of the sulphonamides and the antibiotics 
has removed most of the major hazards that could, and did, 

attend some of them in the old days. The last two decades have witnessed 
another striking trend, and one which is well brought out in our symposium 
this month. ‘This is the increasing conservatism of the rhinolaryngologist 
As Mr. Daggett points out in his article on ‘Sinusitis: acute and chronic’ 
‘In the past, when it was customary to treat all cases alike, unwise and 
unnecessary Operations were performed upon patients suffering from nasal 


allergy; disastrous results followed and a host of miserable incurable 


invalids lived on to haunt the surgeon’. Today, this is all changed. Diag- 


nosis is more precise and the benefits of medical treatment are such that, 
if applied properly and early enough, surgery is called for to a diminishing 
extent. The passage of time has also brought new problems. Perhaps, the 
most important of these for the general practitioner is the problem of 
‘Upper respiratory infection in air travel’, which is authoritatively discussed 
by Air Vice-Marshal Dickson, senior consultant and consultant in otorhino- 
laryngology to the Royal Air Force. ‘The passage of time has also had a 
mellowing effect, nowhere better exemplified than in the one-time acute 
controversy over the pros and cons of tonsillectomy and adenoidectomy 
Dr. Philip Evans’ judicial review of the problem in the introductory article 
in the symposium epitomizes well the general consensus of opinion among 


paediatricians at the present day. 


‘THE second annual report of the College of General Practitioners, which is 
published as a supplement to this issue, is a record of progress and con 
solidation, of which the College has every reason to be proud 

The Membership now stands at 2,967 (2,539 members and 428 
Second associates), of whom 345 are from overseas. ‘The wise policy of 
Year decentralization has been further developed and the whole 
country is now covered by 22 regional faculties, membership of 

which ranges from 27 in the North-East Scotland faculty to 325 in the 
South-East England faculty. In addition, there are two regional faculties in 
Eire, two in Australia and one in New Zealand. Education, both under- 
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graduate and postgraduate, and research in general practice have, rightly, 
claimed priority in the College’s activities. The reports of the undergraduate 
education committee and the postgraduate education committee contain a 
mass of carefully correlated data which should prove a valuable basis for 
discussions on the reorganization of the medical curriculum which is now 
urgently called for. Of the developments in research there is little need to 
say much here, as our readers have been kept regularly informed of them 
by the Research Newsletters of the College which we have published during 
the course of the year. The College is wisely adopting a cautious attitude on 
the question of clinical trials of new drugs, but we trust that it will prove 
possible to evolve a scheme whereby such trials can be organized. Com- 
pared with the United States, this country is sadly lacking in such facilities, 
and there are many preparations which can be more satisfactorily assessed 
in general practice than in hospital practice. 

Perhaps the most important problem with which the College has been 
faced has been that of establishing criteria of membership. The crux of the 
problem is whether or not these should include an examination. The Scottish 
Council has strongly advocated an examination but, after a careful review 
of the whole subject, the council of the College has ‘voted against an 
examination as a criterion of membership at present’, but has set up a com- 
mittee to make a full and detailed study of a possible examination in future. 
Meanwhiie it has laid down detailed criteria of membership which it is 
suggested should come into force in January 1955. ‘This would appear to be 
a happy compromise. Fundamentally the future of the College is dependent 


upon the integrity, enthusiasm and professional skill of each individual 


member. In assessing these factors the role of an examination is indeed 
debatable. On the other hand, only time and experience can tell whether or 
not the required standards can be maintained without this traditional aid 
In dispensing with an examination the College may have chosen the hard 
road but if, through the board of censors which is to be appointed for the 
purpose, the inevitable difficulties can be overcome, the resulting standard of 
membership will be higher and more satisfactory than that which would be 


achieved by the more conventional method. 


THE announcement of the setting up of the Scottish Hospital Endowments 
Research ‘Trust marks the culmination of six years’ careful planning on the 
part of the Department of Health for Scotland, in conjunction 

Medical with the Scottish universities and regional hospital boards 
Research ‘The duties of the ‘Trust, which has been established by the 
in Secretary of State for Scotland under the Hospital Endow- 
Scotland ments, Scotland, Act, 1953, are ‘to hold and administer funds 
on trust for the purpose of assisting the conduct of research 

into any matters relating to the causation, prevention, diagnosis or treatment 
of illness or mental deficiency or to the development of medical or surgical 
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appliances’. Its income will be derived primarily from a proportion of the 
{13,000,000 which constitutes the endowments which fell te boards of 
management with the establishment of the National Health Service. It is 
anticipated that the capital sum to be allotted to the Trust will amount to 
"3,000,000, with an annual income in the region of £100,000. In addition, 
the ‘Trust is empowered ‘to accept, hold and administer for medical re- 
search purposes funds from any source whatever’. The Trust does not 
propose to take over responsibility for research work which is already being 
financed from other sources, such as the universities, the Department of 
Health, or the Medical Research Council. These bodies, it is assumed, will 
continue to subsidize medical research to the same extent as is being done 
at the moment. 

In a preliminary statement the chairman of the Trust, Sir John Maxwell 
Erskine, has expressed the view that the main function of the Trust should 
be to foster cooperative research, and he has expressed the hope that, from 
the endowments that have been allotted to them, boards of management 
will undertake financial responsibility for ‘the smaller projects and perhaps 
those projects which are on the borderline between clinical research and 
clinical treatment’. ‘The same view has been put forward by Sir Edward 
Appleton, Principal of the University of Edinburgh, and until recently the 
chairman of the advisory committee on medical research in Scotland: 
“There will undoubtedly be many small groups of medical research workers 
who will seek, and receive, the ‘T'rust’s support. But I want to see, sponsored 


by the ‘Trust, a few major centres of research directed to specific problems. 


We must pick the subjects carefully for their basic importance and urgency, 


and develop, round a group of pioneers, research schools which are 
acknowledged by everybody as being the British centres in these fields. | 
want to see these centres of such repute and attraction that if anyone desires 
to work in these particular fields he would naturally want to come and work 
in Scotland’. Here indeed is a challenge to the Scottish medical schools but, 
if the old traditions still persist, there can be little doubt that the challenge 


will be met—and met with consummate success. 


‘THE practitioner who does not possess a copy of the current edition of the 

‘British Pharmaceutical Codex’ is very like the mariner who sets out to sea 

without a compass. The new edition (‘British Pharmaceutical 

The Codex 1954’. The Pharmaceutical Press, price 63s.) maintains the 

New high standards of its predecessors and provides the practitioner, 

Codex as well as the pharmacist, with a most reliable guide through the 

maze of modern therapeutics and dispensing. ‘The process of 

selection has been even more discriminating than usual, and the Codex 

Revision Committee of the Pharmaceutical Society, which is responsible 
for its preparation, might well have taken Pope’s words as its motto 


Be not the first by whom the new are tried, 
Nor vet the last to lay the old aside’ 
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The revision in this new edition has been as radical and careful as ever. 
Over 250 monographs and some 400 formulz have been deleted, to be re- 
placed by 69 new monographs and 84 new formula. Many old friends have, 
of course, had to give way to their modern successors, but there will be few 
tears wasted over the passing of acetanilide, croton oil and calcium bromide. 
New monographs include cortisone acetate, disulfiram, isoniazid, nalorphine, 
oxytetracycline, phenylbutazone, thiacetazone, and tolazoline. To the 
traditionalist, perhaps the most striking change of all is the use of English 
names as the main titles for drugs and preparations, thus coming into line 
with the British Pharmacopeia. ‘This is indeed the death-knell of the last 
remnant of the classical tradition in British medicine, and there will be more 
than one of the older generation who will murmur: ‘sic transit gloria’. 


‘A stupy of the nose in its shape and proportions is a useful guide to 
character’, according to Mr. Hamblen-Thomas in his presidential address 
(‘Featuring the nose’) to the West London Medico-Chirur- 
‘Featuring gical Society (West London Medical Yournal, 1954, 59, 17). 
The His description of the ideal nose is that ‘there should be good 
Nose’ well-formed nostrils, a sturdy well-shaped bridge and ample 
airways carried on broad well-developed superior maxillz’. 
Such a nose, he declares, ‘goes with a clear and active mind’, and he gives 
Wellington and Napoleon as examples. He quotes Napoleon as saying ‘Give 
me a man with a good allowance of nose’, and this, apparently, was one of 
his criteria for choosing his leading men. The interesting speculation is 
advanced that the nose may be altered by the conditions under which men 
live. In support of this thesis Mr. Hamblen-'Thomas gives the opinion that 
the present white inhabitants of North America are developing a nose similar 
to that of the Red Indians, and that those who have lived in China for years 
develop a slightly oriental face. 
In discussing nasal hygiene he points out that in mediaeval times wiping 
the nose on the sleeve was a sign of freedom and independence, ‘possibly 
because such a person was the proud possessor of a sleeve’, and he quotes 


the old naval legend that buttons were sewn on the sleeves of the midship- 


men to stop this habit. In his opinion, ‘the labourer’s free method of clearing 


the nose is the safest’. The correction of nasal deformities goes back to the 
time of the Assyrians, and artificial noses have ranged from the golden nose 
of the Emperor Justinian II to ‘a fearsome work of art’, made of gold, silver 
and ivory, which the Danish astronomer, Brahe, had made after he lost his 
nose in a fight. According to the irrepressible G. K. Chesterton: 

“They haven’t got no noses, 

The fallen sons of Eve’ 
but, whilst this is very largely true of the nose as an organ of smell, it 
obviously does not apply to the nose as an anatomical structure of ever- 
recurring interest to the doctor, physiognomist and zsthete, 





REMOVAL OF 
TONSILS AND ADENOIDS 


By PHILIP EVANS, M.D., F.R.C.P. 
Children’s Physician, Guy’s and Evelina Hospitals; 

Physician, The Hospital for Sick Children, Great Ormond Street 
‘TONSILLECTOMY is a debatable topic and what we think about it is affected 
by what we are. We have our own prejudices as individuals, and we are also 
influenced by the nature of our professional work. A school medical officer 


will learn from seeing mostly healthy children over several years, and his 
attitude of mind will be modified by contacts with public health workers; a 
surgeon’s work lies more with sick than with healthy people, and his 
attitude will be influenced by conversation with surgical colleagues. ‘This 
article is written by a children’s physician, who regards all operations as 
potentially frightening and dangerous. ‘Tonsillectomy is particularly apt to 


be frightening, for unconsciousness is followed by awakening in pain in an 
unfamiliar room, blood on the sheet or in the vomit, but the operation is less 
dangerous than many. It should not be lightly undertaken, for it can 
have fatal or crippling sequela. On the other hand, it can provide great 
benefits. Although prejudiced against it, | have asked for it to be done to 
two of my own three children who have reached years of dissection. (I 
know of a pediatrician who had his own tonsils out largely to get an extra 
week’s holiday when he was married: a young man’s folly!) 

In what follows I assume that we are discussing good operations well 
carried out; nowadays the half-avulsed tonsil is rarely seen, the uvula is 
preserved. Unfortunately, the removal of adenoids is still a blind operation, 
but it is less often carried out by unskilled operators than it was. 


\ distinguished doctor recalls being taken to London as a boy, to have his tonsits 
removed by the then President of the Royal College of Surgeons: the surgeon sat 
the boy on a chair, hit him smartly in the stomach so that he gagged, dexterously 
produced a snare from the pocket in one coat tail and whipped a tonsil out. This 
made the child choke and the surgeon, this time using the other hand and opposite 
pocket, repeated the performance on the remaining tonsil. Father and son then set 
out on the return journey to the coast, but hemorrhage made them get out of the 
train at Horley. The son lay on the waiting room table and in two hours the father 
returned with a doctor, who found that the bleeding had stopped, so the journey 
was resumed. The tonsils were again ‘removed’ some years later, and finally dissected 
out by the late Mr. George Waugh ‘and then I discovered what it was like to 


feel really well’ 
FUNCTION OF THE TONSILS AND ADENOIDS 

The tonsils and adenoids are relatively big at the age of five to seven years, 
and then usually diminish. It is reasonable to suppose that they have some 
function. Can one then do harm by depriving a child of them? 

Presumably they contribute to the production of gamma globulin and thus 
of antibodies but there is so much other lymphoid tissue to do this that the 
loss of healthy tonsillar tissue is likely to be without effect on this function 
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Locally their protective role is different, for they are looked on as filters 
which prevent infection from spreading to a second line of filters, the lymph 
nodes. In fact, patients do not seem to suffer worse systemic effects from 
infection of the upper respiratory tract if they have lost their tonsils, and the 
real objection to operation lies in the unpleasantness and risks rather than 
in the loss of a filter which is of varying and often doubtful use. 

Much of the first filter is in any event left after operation; there are many 
lymphoid follicles in the wall of the pharynx. The largest aggregations form 
the lymphoid ring which consists of lingual, faucial and Eustachian tonsils 
and the adenoids. The tonsils and adenoids are removed because it is easy 
to remove them; probably many patients would benefit from dissection of 
the Eustachian tonsils which are, however, always left behind. This hiatus in 
the operation list has been filled in the United States by the use of radium in 
applicators passed through the nose, when lymphoid overgrowth is thought 
to be the cause of catarrhal otitis. In expert hands the results seem to be 
good, but in this country the method has not caught on. 

Removal of the tonsils and adenoids, then, will not extirpate all infected 
lymphoid tissue in every case. It follows that tonsillectomy, for example, 
should be carried out only for some reason specifically related to the tonsils, 
like recurrent follicular tonsillitis or quinsy, and not simply for recurrent 
respiratory infections. ‘lo quote a surgeon (Philip Reading, in his ‘Common 
Diseases of the Ear, Nose and Throat’): ‘Overcrowding, poor food, lack of 
fresh air and constant exposure to infection cannot be remedied by opera- 
tion’. Other means must be sought—attention to ventilation and over- 
crowding, the treatment of chronic infections in other members of the house- 
hold, even (in some delicate or rheumatic children) the daily administra*ion 
of 1 to 2 g. of a sulphonamide, or 100,000 to 300,000 units of penicillin orally 
half an hour before breakfast throughout the winter and spring. 

Children have bad runs of ill health when they pick up all sorts of infection 


Seven years ago two children well known to me had measles, chickenpox, almost 
continual colds, and tonsillitis in one winter; the elder also had scarlet fever. Their 
tonsils were enormous and the tonsillar glands enlarged. The children looked pale 
and ill, and in the spring one of my pediatric colleagues saw them and at once 
advised that the tonsils and adenoids should be removed. The children were sent 
away for a month to the sea-side, where they ate all food put before them and became 
wildly energetic. Then the operation was done on one of them, because he continued 
to be slightly deaf from catarrhal otitis, an indication of chronic adenoid infection 
The other had no special symptoms referable to infection of tonsils or adenoids, 
and no operation wis done. The two children have been equally healthy since then 
one of them cannot have tonsillitis and the other has not had it 


INDICATIONS FOR TONSILLECTOMY 
Each practitioner must have his own list of indications for tonsillectomy: 
here is mine. 

Recurrent acute tonsillitis—A colleague said to me before | had my tonsils 
removed: ‘Remember, you won’t have tonsillitis afterwards but you will 
have lateral pharyngitis instead’. This is true; the point is that simple 
pharyngitis may be less severe and briefer than tonsillitis. In considering 
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this indication for operation, only severe attacks are counted; the patient 
shou.d have been febrile and ill for several days, or should have needed 
chemotherapy. It is more difficult to decide how many attacks are necessary ; 
generally I say three, two of them being within the past year. The number 
may be reduced if there is also evidence of chronic, or at least subacute, 
tonsillitis with minor exacerbations. The concurrence of tonsillitis and 
epileptiform convulsions is a further indication 

Large tonsils with dysphagia.—The size of a tonsil is difficult to judge, 
for tonsils (unlike icebergs) show a variable proportion of their mass above 
the surface. Nevertheless, in some quite young children the tonsils are 
obviously enormous and touch or nearly touch one another when the patient 
gags on examination. If in such cases there is pain or difficulty in swallowing, 
the tonsils should be removed. 

Ouinsy and suppurative cervical adenitis.._When a peritonsillar abscess 1s 
formed the tonsil has obviously failed as a filter of infection. Quinsies tend 
to recur and they are very painful. After tonsillectomy they do not recur 
Suppurative cervical adenitis which needs incision is not often seen in this 
therapeutic age, but when it follows tonsillar infection the argument used 
for quinsies applies. 

Chronic tonsillitis.—Chronic tonsillitis provides the cases in which de- 
cision is particularly difficult. The patient suffers from minor ill health; he 
does not look as well as he used to look and he is often easily tired; he lacks 
energy, he may put himself to bed early. There are short bouts of fever 
perhaps lasting for only one day, or there may be a temperature of 99.4° I 


(37.4 C.) every evening, but this is generally less reliable as a sign of ill 


health. Sometimes the throat is sore, perhaps only for an hour. ‘There may 
be vague pains in limbs and back, not especially related to the joints. On 
examination, the tonsils may appear large or smali, they may be red and 
angry-looking with a coarse granular surface, or they may be pale, even 
whitish, as though fibrosed. The crypts may be plugged with yellow feetid 
material, or they may gape widely, and round the mouth of each there may 
be a narrow band of erythema. The superficial cervical glands are palpable, 
even in the posterior triangle, and the deeper tonsillar glands are always 
large, and often tender on deep pressure. Nice judgment is demanded in 
these cases, as the effect of environment and the possibility of altering it 
may be more important than the appearance of the tonsils. 

The adenoids are to be removed.—It seems illogical to remove the tonsils 
when the symptoms suggest infection only of the adenoids, but I have so 
often seen children who need tonsillectomy only a year or so after adenoidec- 
tomy that I believe that the double operation is likely to give more satis- 
faction in the long run. 

A word must be said about the age for tonsillectomy. It is usually not done 
under the age of four years, mainly because it is not often necessary before 
then. Another good reason is that it is difficult to get a younger child to 
understand that he has not been abandoned for ever when his mother leaves 





648 THE PRACTITIONER 


him in hospital. Much can be done by getting her to settle him in the ward, 
letting him keep his particular fetish (teddy bear or what-not) in his cot, and 
by frequent maternal visits, but it is difficult with a two- or three-year-old. 
Nevertheless, at this age removal of the adenoids may be necessary in spite 
of the emotional disturbance, the good outbalancing the ill. 


INDICATIONS FOR REMOVING ADENOIDS 
Adenoids may be chronically infected and maintain rhinitis, sinusitis and the 
post-nasal drip which causes an irritating cough and sometimes vomiting of 
muco-pus. In addition, their enlargement obstructs nasal breathing and the 
‘adenoid facies’ is often taken as evidence of blockage. In fact it more often 
manifests the ‘open-mouth habit’ in which the child’s facial and jaw muscles 
are slack and expressionless except under the stimulus of interest or emotion. 
Such a child may be a mouth-breather, but often the dorsum of the tongue 
and the palate close the mouth internally: placing a mirror under the nose 
and then in front of the mouth will show (by the condensed moisture) 
which channel is being used for respiration. ‘This simple test is often omitted, 
and the child assumed to be breathing through his mouth only because it is 
open. Partial obstruction is detected by listening to the nasal breathing, and 
inferred from the history of snorting and snoring at night. (Snoring is not 
produced in the nasopharynx but is often associated with nasal obstruction.) 
The indications for operation seem to me to be: 
(1) Chronic nasal infection and obstruction which are not due to anything 
else. Other possibilities are allergic or vasomotor rhinitis, detected by in- 


spection of the mucous membrane which is seen to be whitish instead of 


red, and to produce a particularly clear secretion; the history may also help. 
In older children sinusitis may be the cause of rhinitis and obstruction, and 
the help of the rhinologist and radiologist may be needed. 

(2) Recurrent slight deafness (often mistaken for inattention) and brief 
attacks of earache, with nasal symptoms of the sort already described. 

(3) Chronic purulent otorrheea in which other methods (short of mastoid 
operation) have failed. 

(4) The tonsils are being removed. This may be an indication in adults 
as well as children, although we assume that the adenoids have disappeared 
by the time we are grown up. I had purulent adenoiditis, seen through a 
direct rhinoscope, at the age of 28, and thus learned to recognize its symp- 


toms. I went on having recurrences until | was about 40 years old. 


SPECIAL CASES 
Rheumatic fever, rheumatoid arthritis, nephritis._-The heyday of focal sepsis 
as a cause of rheumatism and other complaints was a fine and stirring time 
for tonsillectomists as well as dentists, but nowadays the almost automatic 
removal of organs that seem to be healthy is out of favour. Statistics favour- 
ing tonsillectomy in rheumatic fever may be quoted, but there are others 
denigrating it. In general, opinion is against it: a good many children, whose 
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tonsils have been removed, subsequently have rheumatic fever. The pharyn- 
geal infection which often precedes attacks is not usually a purulent follicular 
tonsillitis, but is quite mild. Attempts to prevent relapse by giving sul- 
phonamides or penicillin regularly through the winter and spring have been 
more successful than tonsillectomy. The indications for removing tonsils or 
adenoids in patients with rheumatic fever are the same as in non-rheumatic 
patients, only more care is needed and penicillin should be given before and 


for a few days after the operation. ‘he removal of septic foci is still recom- 
mended for the treatment of rheumatoid arthritis or nephritis, but there is 
no specific effect. A patient who has chronic tonsillitis will be better without 
his tonsils, whether or not he suffers from one of these diseases. 

Acute mesenteric adenitis.—Sometimes a child has an attack of central 
abdominal pain, vomiting and fever, with more tenderness in the right lower 
quadrant than elsewhere. The pharynx is injected. If laparotomy is done, 
the appendix may be found to be normal but there is inflammation of the 
mesenteric glands. The condition usually settles in a few days, but it is a 
worrying little illness and it may recur. ‘Tonsillectomy is sometimes recom- 
mended but I suspect that it is not good practice, as the infection of the 
throat is usually a mild pharyngitis rather than an obvious tonsillitis. 

Tuberculosis.—The tonsils may be the seat of primary tuberculosis from 
which cervical lymph glands may be infected. As in most primary complexes 
the glandular element predominates, and Denis Browne emphasizes that the 
tuberculous tonsil does not look like an inflamed tonsil. ‘The adenoids may 
be infected, but this is even less apparent. Many believe that it is non 
sensical to remove only part, and that the lesser part, of a primary complex, 
and advise against tonsillectomy. My own experience is too small to provide 
a basis for sound judgment but I favour operation on tonsils and adenoids 
because I think I have seen it do good, and because acute non-tuberculous 
tonsillitis may exacerbate tuberculous adenitis. | have once seen tuberculous 
meningitis follow operation, but this must be very uncommon 

Night terrors and enuresis.—It is suggested that the difficulty in breathing 
and perhaps partial asphyxia produced by nasal obstruction due to enlarged 
adenoids may cause disturbed sleep, nightmares and bedwetting. Plausible 
though this is, it does not need special emphasis, for if the adenoids are 
causing nasal obstruction severe enough to produce dyspnoea and asphyxia, 
they need removal even if the bed remains dry. 

Colds and bronchitis—Removal of tonsils and adenoids prevents these 
organs from being diseased, but it does not abolish more widespread respira- 
tory infections. An irritating cough may be thought to be due to bronchitis 
when a post-nasal drip from infected adenoids is the irritant: in such cases 
operation is successful in stopping the cough. 

Asthma.—Almost anything, including tonsillectomy, may improve the 
asthmatic for a time, but if there is no ordinary indication for operation it 
is better to select some less violent means to achieve the desired end, 
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By REGINALD S. STRANG, M.B., F.R.C.S., D.L.O. 
Surgeon, Ear, Nose and Throat Department, United Birmingham Hospitals 


Or the many symptoms mentioned by patients, ‘catarrh’ is the most 
universally misused, and is applied indiscriminately to any appreciation of 
abnormal functioning in the nose or respiratory tract. Even when applied to 
the nose it may mean anything from complete respiratory obstruction to a 
minor degree of nasal discharge. 

The first duty of the investigating physician confronted by a complaint 
of ‘nasal catarrh’ is to obtain an accurate definition of the symptoms. Is nasal 
discharge or obstruction the complaint? Does the discharge drop into the 
throat from the back of the nose? Can relief be obtained by blowing the nose, 
and if so what is blown out? Is it clear or yellowish and does it stiffen the 
handkerchief? How many handkerchiefs a day are used? There may be 
associated symptoms, such as headache, sputum and cough. ‘The presence or 
absence of the sense of smell should be noted. A family or a personal history 
of allergy may have considerable bearing on a correct diagnosis. Proper 
‘history taking’ requires both time and patience and not infrequently the 
patient, asked to remember in some detail the onset of the symptoms over a 
period of years, finds that he cannot remember a time when he was entirely 
free from a nasal complaint. ‘Time spent at this stage of the investigation is 
well spent, as not only does it establish confidence on the patient’s part but 
it will also ensure a balanced plan of treatment, whether it be medical or 


surgical, and one suitable to his personal requirements. 


PHYSIOLOGY OF THE NOSI 


Apart from accommodating the end-organ of the sense of smell, the main 
function of the nose is to warm, moisten and filter the inspired air, and it is 


thus the main protective organ to the lower respiratory passages. 

This function is achieved by the nasal mucous membrane, a continuous sheet 
of columnar ciliated epithelium, lining ail the nasal sinuses as well as the nasal 
cavity. This membrane is covered completely by an imperceptible and transparent 
sheet of mucus, secreted by glands in its superficial layers, and the entire sheet of 
mucus is removed in definite pathways by the cilia towards the posterior choana 
(Yates, 1924). These ciliary pathways also evacuate the nasal sinuses, and remove 
all foreign material and bacteria from them through their natural ostia into the 
nasal cavity. This mechanism, studied by Proetz (1941), is the natural evacuation 
channel of the nose and nasal sinuses, conveying all excreted material towards the 
nasopharynx, where it excites a swallowing reflex and passes into the w@sophagus 
It is a continuous process and, in the healthy nose, is imperceptible to the individual 
It is only when the system becomes overloaded, or its proper functioning repressed 
that nasal symptoms arise and the symptom then presenting is post-nasal discharge 
or ‘catarrh’ 

The warming and moistening function of the nasal mucous membrane is 


provided for by a generous blood supply. 
The inferior turbinate and the lower edge of the middle turbinate possess 
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cavernous blood spaces (erectile tissue), the vascular system being under the contro! 
of the autonomic nervous system. The sympathetic control of the nasal blood 
supply brings about vasoconstriction; vasodilatation, caused either by relaxation of 
sympathetic action or by parasympathetic stimulus, leads to turgescence of the tur- 
binates. The same effect can be produced by the use of the sympathomimetic drugs 
adrenaline and naphazoline (‘privine’), the action being rapid vasoconstriction and 
shrinkage of the mucous membrane, followed by reactionary vasodilatation and 
nasal obstruction when the effect passes off. Emotional states, such as fear, produc 
vasoconstriction and an increase in the size of the airway, this being analogous to 
Cannon's sympathetic response to flight or fight. Other emotional states—guilt 
anxiety and frustration—cause the parasympathetic response of hyperemia, tur- 
gescence and increased mucous secretion, thus producing nasal obstruction and 
discharge. These latter emotional states when long continued may produce irre- 
versible tissue changes leading to chronic nasal infection (Wolff et a/., 1949) 


INVESTIGATION 

The history may produce a definite date for the onset of symptoms as, for 
example, ‘after the influenza I had in January’, and such a statement 
suggests to the examiner a chronic nasal sinus infection. More often, how- 
ever, the onset is insidious and its development unappreciated by the victim. 
Examination should first be directed to the nose and nasopharynx, to the 
latter especially, as the accumulated secretions of the nose and sinuses 
present there for inspection by the post-nasal mirror. In children, the pre- 
sence and size of adenoids should also be noted, and the degree to which the 
mucous secretions of the nose have become mucopurulent. When nasal 
respiration in children is obstructed by adenoids and mucus, removal of the 
adenoids alone may lead to dramatic improvement 

In the nose, attention should be paid to the physical appearance of the 
mucous membrane, whether it is hyperemic, edematous, pallid or atrophic 
In the former types it will be necessary to use a vasoconstrictor to obtain 
an adequate view. The most common one is 5 per cent. solution of cocaine 
hydrochloride, in a simple all-glass nasal spray. This solution will grow 
fungi in due course, but this can be delayed to some extent by sterilization 
with thymol. Having allowed a few minutes to elapse, a more thorough 
examination of the nasal passages can be made and the presence of purulent 
secretion be detected in the middle and superior meatus. The frontal sinuses, 
the antra and the anterior ethmoidal cells discharge their secretions into the 
anterior part of the middle meatus, and the differential diagnosis is achieved 
by other methods of examination. When chronic sinusitis is the cause of 
the nasal discharge, the key sinus—the antrum—is usually found to be the 


seat of the infection. The posterior ethmoidal cells and the sphenoidal 


sinuses discharge into the superior meatus which can only be inspected by 
means of the post-nasal mirror or the nasopharyngoscope. Examination of 
the ethmoid after cocainization may also reveal the presence of early polypoid 
degeneration, a frequent result of chronic ethmoidal infection. 

Further information about the state of the sinuses may be gained by 
transillumination. In the case of the frontal sinuses this is subject to so 
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many anomalies that its use is largely invalidated. Should the antra, or one 
antrum, be found to be dim, however, x-ray examination is necessary. Con- 
siderable experience is required in the correlation of the results of these 
various methods of examination, and however valuable an x-ray examination 
of the sinuses may be in conjunction with clinical examination, it is no 
substitute for the latter, nor can any diagnostic reliance be placed upon a 
single x-ray film, as is not infrequently done. The following case history 
shows some of the pitfalls in the investigation of a chronic nasal infection:- 

Mrs. G., aged 35, stated that she always had upper respiratory catarrh as a child 
After marriage she lived in Manchester where she had recurrent pyrexia and bron- 
chitis. She always had a cough but x-rays of her chest were said to be normal. Now 
she had post-nasal discharge all the time, there was a feeling of pressure over the 
left antrum, and she had lost her sense of smell from time to time. She had no 
headaches. The antra had been washed out in 1951 and penicillin had been in- 
jected. This improved matters for a short time only. 

Examination of the post-nasal space showed a thin stream of pus in both superior 
meatus and in the right middle meatus. Her nose showed a slight septal deviation to 
the right but no pus or polypi, and the membrane was only slightly edematous over 
the inferior turbinates. Transillumination showed the antra to be dim. X-rays of 
the sinuses were clear, but those of the chest suggested a slight bronchiectasis. A 
tentative diagnosis of non-suppurative sinusitis was made, but in view of the length 
of the history and the changes in the lower respiratory tract, it was considered wise 
to wash out the antra under a general anesthetic. Both these contained large quantities 
of thick purulent exudate, from which, on culture, $-hemolytic streptococci and 
pneumococci were grown. An intranasal antrostomy was carried out, followed by 
local treatment of the antra. An autogenous vaccine was also prepared. 

Three months later, examination showed her nose to be clear with normal mucous 
membrane. Her sense of smell had returned, there was no cough or feeling of 
pressure over the antra, and she had gained in weight. 


DIAGNOSIS 
It is now recognized that suppurative sinusitis accounts for only 30 per cent. 
of cases previously diagnosed as sinusitis, the other 70 per cent. being non- 
suppurative (Gill-Carey, 1950). Suppurative sinusitis is usually the sequel 
of the common cold; the presence of pus in a sinus does not inhibit ciliary 


activity so long as the ostium remains patent. If the ostium becomes ob- 
structed by edema, however, the sinus retains the products of infection, the 
ciliary mechanism degenerates and further degenerative changes in the 
mucous membrane ensue so that, even if the ostium regains patency, 


surgical treatment to the affected sinus becomes necessary. In these circum- 
stances, antral lavage will produce immediate improvement which does not 
persist. Intranasal or radical antrostomy (Caldwell-Luc), with removal of 
the degenerated material, will give excellent results. 

Such cases are only a comparatively small proportion of those complaining 
of chronic nasal catarrh. In the larger number of patients with non-suppura- 
tive sinusitis, surgical treatment is of little avail and its results are poor. 
This is the common form of nasal catarrh, and often an allergic background 
becomes evident. There is a tendency to exacerbations in the winter, and 
profuse mucoid secretions in the nose and nasopharynx are common. At 
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this stage, examination shows a pale, edematous mucous membrane, 
covered with abundant clear, sticky secretion. Nasal obstruction and dis- 
charge, together with headaches and attacks of sneezing, are the obvious 
symptoms. When secondary infection supervenes, these secretions become 
purulent and yellowish and a true suppurative sinusitis 1s present. 

Asthmatic attacks and bronchitis are associated with increased nasal 
discharge. Headaches, usually frontal in character, are caused by obstruction 
to the ventilation of the sinuses from cedematous membrane at their ostia. 
The same cedema of the membrane covering the middle turbinate leads to 
progressive diminution of the sense of smell. This pale edematous mem- 
brane responds in the early stages to vasoconstrictors applied locally, with 
immediate symptomatic improvement. After prolonged use, however, these 
drugs may themselves cause a profuse watery discharge 

The difficulties which arise in diagnosis and, later, in treatment, depend 
upon the extent to which secondary infective changes have ensued in the 
nose and nasal sinuses. There is so often an allergic background to a chronic 
suppurative sinusitis, but this basic allergic state may be lost in the secondary 
and more obvious changes resulting from the infection, and treatment be 
directed entirely to the elimination of the latter. In these circumstances, even 
successful treatment of the gross infective changes does not cure the nasal 
symptoms. Seldom can one rapid form of treatment produce permanent 
improvement; usually, treatment has to be both many-sided and prolonged. 


rREATMENT 

With the exception of pure suppurative sinusitis, which responds rapidly 
to nasal surgery, the first lines of treatment of nasal catarrh are almost en- 
tirely medical: the encouragement of normal nasal function and, particu- 
larly, the restoration of adequate sinus ventilation and proper ciliary activity 
From the appreciation of these principles, it follows that routine use of vaso- 
constrictors, whether volatile or in the form of drops, is to be deprecated. 

Desensitization is theoretically the ideal treatment for short seasonal cases, 
but is uncertain in its results. If possible, it is better to recognize and avoid 
the allergens, even if this means a considerable change in personal habits. 

Symptomatic treatment. The ancient treatment of steam inhalations and 
local heat, together with the use of powder of ipecacuanha and opium, B.P., 
and retirement to bed, still produces marked and rapid, if temporary, 1m- 


provement. This is particularly so in early cases. In addition, ephedrine 


hydrochloride, } grain (30 mg.) three times a day by mouth, reduces mucosal 
cedema and relieves the nasal obstruction. Antihistamines (e.g. ‘phenergan’, 
‘histantin’) are particularly useful in the seasonal case. 

Diet.—All patients with nasal catarrh will benefit from a diet low in 
carbohydrate and with an excess of green vegetables and fresh fruit. Such 
dietary discipline, if followed accurately, produces marked and rapid sympto- 
matic improvement. When this happens it should be possible largely to 
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abstain from the use of drugs and maintain the improvement by diet only. 

Cautery.—Cauterization of a persistently edematous mucous membrane 
may be required in a few cases, but should be used with care. Zinc ionization 

a mild, generalized cautery of a large area of membrane—has prevented 
the occurrence of seasonal catarrh, but has to be repeated in the successful 
cases every year. 

Surgical treatment.—In patients with non-suppurative sinusitis (nasal 
catarrh) this should be reserved for correcting anatomical deformities which 
interfere with adequate respiration, for the removal of gross polypi and for 
cases in which such secondary changes as chronic sinusitis have super- 
vened. Even in these circumstances, the principle to be followed is the 
minimal amount of surgery, in the hope of re-establishing normal nasal 


membrane functioning. 


NASAL CATARRH IN CHILDREN 
The child with chronic nasal and post-nasal discharge usually suffers from 
adenoids or a chronic sinus infection. Should adenoids be present, examina- 
tion will usually show the extent of the nasopharyngeal obstruction and re- 
veal masses of adenoid tissue covered with a film of viscid mucus. In these 
circumstances, removal of the adenoids, especially in a child below school 
age, leads to such an improvement in nasal respiration that the persistent 
discharge disappears. It is usually unnecessary to wash out the sinuses, but 
if the discharge persists it will generally be found that lavage of the antra 
under anesthesia, with indwelling polythene tubes, leads to cessation of the 
discharge if it be continued for a day or two. Persistent and repeated nasal 
discharge in children, which does not respond rapidly to treatment, should 
suggest both dietary deficiencies and an infective source in the near relatives. 


SUMMARY 
The insidious onset of chronic nasal catarrh and the tendency to secondary 
infective changes in the nasal sinuses make an accurate history of first im- 


portance, and a careful assessment of the actual state of affairs is necessary 
before any treatment can be prescribed. The principle of treatment is to 
restore physiological functioning of the nasal mucous membrane, and to do 


this with the minimum of surgical interference. 

The use of potent vasoconstrictor drugs should be avoided. In nearly all 
patients, attention to diet, with restriction of carbohydrates and increase in 
vegetables and fruit, will both improve the immediate condition and prevent 
recurrence. 
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ACUTE TONSILLITIS 


By I. S. THOMSON, M.B., F.R.C.S.Eb. 
Assistant Ear, Nose and Thoat Surgeon, Royal Infirmary, 
and Royal Hospital for Sick Children, Aberdeen 


Acute tonsillitis is a febrile upper respiratory illness in which inflammatory 
changes in the tonsil predominate in the clinical picture. It can assume 
epidemic proportions in the winter season. 


BACTERIOLOGY 

In the past the hemolytic streptococcus has been incriminated as the causa- 
tive organism of acute tonsillitis, with the pneumococcus accounting for 
three to seven per cent. of cases and the bacillus of Friedlander as an 
occasional intruder. ‘This concept needs revision for it would appear that 
the hemolytic streptococcus is by no means so common a cause as has pre- 
viously been believed. In a survey of the effect of sulphonamides on clinical 
acute tonsillitis in the R.A.F. (McDonald and Watson, 1951), litthe more 
than half the cases had hemolytic streptococci in their swabs, whilst a survey 
of the sore throat in general practice (Landsman et al., 1951) revealed that 
only 46 per cent. contained this organism. It should be noted that the latter 
survey was not confined to tonsillitis and it is reasonable to expect acute 
upper respiratory virus infections to cause symptoms and appearances akin 
to acute tonsillitis, as in influenza. Further evidence against the strepto- 
coccal theory is to be found in the claims for bismuth as a treatment for 
acute tonsillitis (Monteiro, 1941). 

The virulence of the streptococcus appears to be declining at the moment, 


an opinion which | base on conversation with older practitioners, whose 


experiences in the past more closely paralleled the harrowing descriptions 
to be found in old textbooks, and on the survey of virulence published re- 
cently in this journal (Harper, 1954). ‘That this decline has been real and not 
due to the introduction of sulphonamides seems to be adequately confirmed 
by the controlled clinical experiments to which I have already referred. 


ETIOLOGY 

Judging by those children referred to outpatient clinics for an opinion on 
tonsillectomy on the grounds of repeated attacks of tonsillitis, the age in- 
cidence is greatest at, or soon after, the child’s entrance to school. The child 
who has acquired immunity to his domestic bacteria meets a host of un- 
familiar pathogens enjoying almost unlimited opportunities for cross- 
infection in crowded school rooms. It is interesting to speculate upon the 
effect on age incidence of the increasing use of communal nurseries. The 
disease is relatively uncommon under the age of three or four and in the 
adult. It is rare over the age of fifty. There is a seasonal incidence in spring 
J 
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and autumn, and it may reach epidemic proportions, being spread by 
droplet infection. Predisposing factors are chills, chronic tonsillitis and 
sinusitis. 


PATHOLOGY 

The types of acute tonsillitis are classified by degree of involvement. 
Catarrhal tonsillitis is a superficial and relatively mild infection of the surface 
epithelium. In lacunar or follicular tonsillitis the morbid changes involve 
the crypts which become filled with debris, consisting of epithelial cells, 
leucocytes and bacteria, which appears at the mouths of the crypts as dis- 
crete spots of exudation. If the epithelial lining of the crypt is destroyed 
direct communication into the blood stream and lymph system results. In 
parenchymatous tonsillitis the substance of the tonsil is affected, with 
congestion of the whole gland. 


CLINICAL FINDINGS 
Young children may not complain of sore throat. ‘There is malaise, rigor, 
anorexia and a fever ranging between 100° and 103° F. (37.8° and 39.5” C.). 
Complaints of local discomfort and pain are rare and unless the throat is 
examined as a routine in the child the diagnosis may be missed. 

The older patient complains of fullness in the throat in the early stages, 
with headache, anorexia and limb pains. As the inflammation progresses 
there is a reluctance or even an inability to open the mouth fully, and 
swallowing is avoided as it causes shooting pain referred to the ears. Obstruc- 
tion by large inflamed tonsils and the dysphagia just referred to increase 
the anorexia. Stiffness and tenderness of the neck are further complaints, as 
is swelling behind and below the angle of the lower jaw. The more observant 
or introspective patient will have noted his constipation and highly coloured 
urine. 

‘The temperature varies according to the virulence of the infection but ts 
always raised and often reaches 104° or 105° F. (40° or 40.5° C.). The pulse 
rate is from 100 to 120 per minute and the pulse 1s full and bounding. 
Palpation of the glands at the angle of the jaw shows them to be swollen 
and tender. 

When the patient’s mouth is opened a furred tongue and fetid breath 
are noted. The appearance of the throat depends upon the severity of the 
infection. In the milder catarrhal form the tonsils are bright red and swollen, 
with injection spreading on to the faucial pillars, soft palate and pharyngeal 
wall. In the more severe follicular tonsillitis, dirty white spots fill the 
openings of the crypts as the debris is extruded by tonsi!lar swelling. The 
debris acts as an excellent culture medium and the spots may expand to 
form a dirty, pale yellow, friable false membrane usually limited to the 
tonsil and easily removed to leave a raw abraded area which does not bleed. 


The false membrane is superimposed on the surface of the tonsil, and not 


level with it as is the case with a slough on the floor of a shallow ulcer. 
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Should the parenchyma of the tonsil become involved the swelling is much 
greater, with aggravation of the local symptoms of discomfort and obstruc- 
tion. The inflamed tonsils may meet in the midline, the anterior pillar is 
pushed forward and the uvula and soft palate become edematous. Abscesses 
in the substance of the tonsil may form and rupture into the throat, with 
relatively little amelioration of the symptoms. ‘The discomfort involved in 
swallowing causes retention of saliva and mucus in the fauces and, indeed, 
in parenchymatous tonsillitis the edema of the palate may almost prevent 
swallowing. 

Chronic tonsillitis with repeated exacerbations can alter the appearance 
of the throat in the acute phase. Fibrosis has occurred and the consequent 
scarring and contracture result in a small but acutely inflamed tonsil. 

In the absence of complications the course of the attack is from three to 
seven days, the dysphagia persisting in a modified degree for a week and the 
cervical adenitis for a fortnight. Here I feel it apposite to suggest that 
patients should not be referred for an opinion on tonsillectomy until three 
weeks or a month after the acute attack. If seen earlier it is difficult to assess 
the degree of chronicity present and, in addition, too early an operation 
increases the liability to postoperative haemorrhage. ‘The waiting list often 
takes care of the latter point! 


DIFFERENTIAL DIAGNOSIS 

Diphtheria.-F ortunately, in the United Kingdom, it is now rarely neces- 
sary to make this important and difficult differential diagnosis, although it 
should certainly be considered because a modified infection which closely 
simulates tonsillitis may occur in the immunized patient. Diphtheria is more 
gradual in onset and its symptoms are less acute. ‘There is less pain, less 
difficulty in opening the mouth and the temperature is lower: between 99 
and 100° F. (37.2° and 37.8° C.). The cervical adenitis is more generalized 
than in tonsillitis. The membrane is continuous rather than confluent, is 
seldom limited to the tonsil and is more adherent, leaving a bleeding area 
when stripped off. The diagnosis is settled by bacteriological examination 
of a swab or, better still, a portion of the membrane. If the question of 
diphtheria arises, antitoxin should be administered forthwith. 

Scarlatina.—Scarlet fever may present a diagnostic difficulty before the 


rash appears. The pulse is more rapid and the child is very hot, with a 


brightly flushed face, circum-oral pallor and a ‘strawberry’ tongue. At times 
it is difficult to say when streptococcal toxamia ends and scarlet fever begins. 

Vincent's angina rarely causes so marked a general upset as acute tonsil- 
litis and is associated with bleeding and swelling of the gums, and with 
membrane formation on the buccal surface of the cheek as well as on the 
tonsil. The membrane lies flush with the surface of the tonsil as it covers the 
floor of a shallow ulcer. Recourse to the bacteriologist will settle the problem. 

Blood diseases.—Suspicion should be aroused when the throat condition 
fails to respond to treatment. Agranulocytosis has not the appearance of an 
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acute inflammatory disease. Lymphatic leukaemia has a generalized glandular 
enlargement. Here the hematologist comes to our assistance. 

Glandular fever._-Generalized glandular enlargement and a blood count 
will point the way to the diagnosis. 

Syphilis.—Secondary syphilis may be confused with acute tonsillitis but 
it is not an acute condition. Failure to respond to treatment in an adult 
should arouse suspicions. 

Sarcoma.—Tonsillar sarcoma may be confused with peritonsillar abscess 


rREATMENT 
General.—<An early retiral to bed is often sufficient to abort a mild attack of 
catarrhal tonsillitis and when there are symptoms and signs of systemic 
upset this should be insisted upon. For better or worse, however, many 
patients attempt to fight off tonsillitis and seek medical advice only when the 
infection is well established. 

A laxative should be administered as soon as treatment is begun but ex- 
cessive purgation should be avoided, for the patient’s fluid intake will be 
limited by his dysphagia and dehydration may result. Syrup of figs is recom- 
mended for children, and calomel and salts for adults. Acute tonsillitis is an 
infectious disease and, so far as is possible, the patient should be isolated 
Diet should be bland and fluid, and it is important to encourage drinking 
both in order to combat dehydration and to keep the affected parts in move- 
ment, thus aiding the removal of infected material. 

Chemotherapy.—It is impossible to discuss this without provoking argu- 
ment, but the studies already referred to in the section on bacteriology do 
suggest (1) that the streptococcus is not what it was, (2) that su/phonamides 
in tonsillitis are not all that they were believed to be. Additional opinion to 
this effect is put forward by Anderson (1949). McDonald and Watson (1951) 
demonstrated that administration of ‘sulphatriad’ had no effect on the sur- 
vival of hemolytic streptococci as compared with the contro! cases. ‘l'aking 
these views in conjunction with the risk of precipitating renal damage in a 
condition in which the fluid intake will be poor and a possible complication 
is nephritis, the value of the sulphonamides is indeed doubtful, despite the 
ease of domiciliary administration. 

Penicillin is of value but I would qualify this recommendation by stipulat- 
ing that it be given by injection. Experience of infections resistant to oral 
penicillin but settling rapidly with ‘distaquaine’ 1s quite common in my 
clinic. Injection is not an arduous task with ‘distaquaine’ or with ‘penidural’ 
long-acting penicillin. Further, if the tonsillitis is uncomplicated and mild 
the drug should be withheld. When it is prescribed, a full course of at least 
five days’ duration should be given, as an appreciable number of relapses 
after two or three days of penicillin is seen. Dealing from day to day with 


upper respiratory and aural infections, the increase of organisms resistant to 
the antibiotics appals me and | put forward these suggestions to ensure 


efficient absorption and adequate dosage in deserving cases. 
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Bismuth therapy has considerable popularity on the Continent and some 
P! ; 
yrotagonists in this country (Monteiro, 1941; Adams, 1949). The adult dose 
; I4 949 
is 2 grammes of bismuth subsalicylate in oil by intramuscular injection, o1 


1 grain (60 mg.) of bismuth sodium tartrate in 15 grains (1 g.) of cocoa 


butter as a suppository, three times a day : 
Local treatment is directed towards easing the symptoms while the infec- 


tion runs its course. Aspirin is indicated when there is pyrexia. A mild 
throat paint, such as boroglycerin, is of value in the early stages but swabbing 
the inflamed tonsils with weak silver nitrate and other caustic agents can 
hardly be called comforting. Lozenges have fallen into disrepute since 
experiments with methylene blue show that little, if any, of the tonsillar 
surface is reached although the pharynx and anterior pillars of the fauces are 
couched. A phenol lozenge may make swallowing easier by its mild analgesic 
action on the pharynx. Penicillin lozenges as a treatment of the tonsil are 
almost valueless and, in 20 per cent. of cases, carry the complication of 
causing a glossitis. A kaolin poultice or cotton-wool applied to the swollen 
glands is comforting but it is preferable that the retaining sling be passed 
over the vertex rather than wound around the throat as a bandage 

In the severer lacunar and in parenchymatous tonsillitis gargles are not 
effective, for the patient is weaker and the membrane may extend to parts of 
the tonsil not reached by gargles. Greater benefit is therefore obtainable 
from spraying or douching the throat with a hot solution of bicarbonate of 
soda, which is an excellent solvent of thick mucus and inflammatory 


exudates 


COMPLICATIONS 

‘The complications of acute tonsillitis can be divided into local and general 
Local complications are 

Otitis media._Reterred pain in the ears on swallowing is a common 
symptom, due to inflammation around the orifice of the Eustachian tube; 
but persistent pain calls for examination of the ears, as acute otitis media is 
a common complication of acute tonsillitis, especially in children 

Cervical adenitis Abscess formation is not uncommon and requires 
surgical intervention. ‘Tonsillectomy is advisable at a later date 

Peritonsillar abscess.—The quinsy forms between the fibrous capsule on 
the inner surface of the tonsil and its muscular bed. It is more common in 
adults than in children. ‘The local symptoms of tonsillitis are greatly in- 
creased: in particular, trismus, pain in the ear, and dysphagia which is so 
great that the patient's saliva dribbles from his mouth. ‘The head and neck 
are held in a fixed position. ‘Toxzemia is increased. ‘The soft palate is swollen 
and red on the affected side and the edematous uvula is pushed to the 
opposite side. The tonsil itself may be difficult to see, for as well as pushing 
it medially the abscess rotates its faucial surface posteriorly. Fluctuation can 
be elicited with a finger or a probe. The whole chain of glands on the 
affected side is enlarged and tender. 
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Treatment is surgical and when the soft palate bulges and the tonsil is 


pushed towards the midline, incision is indicated. Medical treatment by 


massive doses of penicillin can only abort a quinsy if used in the preceding 
stage of peritonsillitis, and to persist in its use after abscess formation is to 
condemn the patient to an unnecessary prolongation of his pain. Further- 
more, there is the risk of spread to the pharyngo-maxillary space. 

Local anesthesia, by spraying the palate with 10 per cent. cocaine or by sucking 
an anzsthetic lozenge, is all that is permissible because general anesthesia carries 
the risk of inhalation of pus. If no distinct and prominent bulge of the palate invites 
exploration, then the intersection of a horizontal line from the base of the uvula with 
a vertical line along the anterior pillar is the site of election. A guarded knife can be 
improvised by wrapping adhesive tape around the blade of a scalpel, a third of an 
inch from its tip, to form a shoulder. The incision is then spread by inserting a pair 
of sinus forceps and withdrawing them open. Failure to find pus should not cause 
the doctor or the patient undue despondency as relief is obtained even from release 
of tension 

Frequent gargles of hot peroxide of hydrogen or bicarbonate of soda are 
given as after-treatment and the occurrence of a quinsy is taken as an 
absolute indication for tonsillectomy three months later. 

Retropharyngeal abscess.—In infants a streptococcal throat infection may 
involve the retropharyngeal glands, often in the hypopharynx, causing acute 
dysphagia, croupy cry and stridor. The swelling may not be readily visible 
but palpation of a fluctuant swelling on the posterior pharyngeal wall is 
diagnostic. Evacuation, without anzsthetic, in the ‘head down’ position, is 
necessary lest laryngeal obstruction occur. 

With reference to general complications, acute tonsillitis may be a precursor 
of one of the infectious fevers. Rheumatic conditions are associated with it 
and watch should be kept for cardiac and joint lesions. Nephritis can be 
detected by examination of the urine for blood and albumin. 


SUMMARY AND CONCLUSIONS 

Acute tonsillitis has been discussed and from a study of recent literature it 
seems that the improvement in treatment from the use of sulphonarnides is 
more apparent than real, and that the credit is really due to a decrease in the 
virulence of the streptococcus. 

Before concrete advances in therapy can be made the causal organism in 
the fifty per cent. of cases not attributable to the hemolytic streptococcus 
will have to be identified. 
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PHARYNGITIS AND LARYNGITIS 


By W. A. MILL, MLS., F.R.C.S. 
Surgeon, Ear, Nose and Throat Department, St. Thomas's Hospital; 
Surgeon-in-Charge, Ear, Nose and Throat Department, Royal Marsden Hospital 


In the winter months and, to a lesser extent, in the later autumn and 
springtime, a cold in the head is a common feature of our lives. In spite of 
much research, no real protection against colds has yet been discovered and 
there is no treatment available which will shorten their course. Fortunately, 
the infection is self-limiting and, in a few days or a week or two, the nasal 
and general symptoms clear up. Colds are known to be due to virus infec- 
tions and there is, of course, associated secondary infection. In many cases 
the effects of the infections are not confined to the nose or nasopharynx but 
spread to involve other structures, particularly the pharynx and the larynx, 


producing pharyngitis and laryngitis. In most cases acute pharyngitis and 


laryngitis clear up in a comparatively short time, but if they do not do so 
for some reason or another, chronic pharyngitis or laryngitis may supervene. 
In other cases chronic inflammation of the pharynx or larynx will appear 
insidiously and will continue until the causes are discovered and treated. 
Relatively mild throat symptoms, such as huskiness or mild discomfort 
in the throat, may indicate a simple inflammation only but, if the symptoms 
persist, the possibility of some more serious condition, such as carcinoma of 
the larynx or pharynx, must be kept well in mind. The persistence of mild 
symptoms beyond two or three weeks in spite of seemingly appropriate 
treatment calls for a thorough examination of the throat and larynx. 


ETIOLOGY AND PREDISPOSING CAUSES 
Pharyngitis or laryngitis may both arise without a cold in the nose but this 
is the usual precursor. Both may occur in other infectious diseases such as 
influenza, scarlet fever, measles or German measles. Exposure to cold and 
damp conditions has been blamed as a predisposing cause but probably 
poorly ventilated rooms and proximity to someone who already has an upper 
respiratory infection are the most common causes. Dry, overheated air, such 
as may sometimes be met with in winter in Swiss hotels or in continental 
sleeping cars, certainly predisposes to both diseases. Many sufferers from 
laryngitis have overused or abused their voices and those who have to use 
the voice professionally but who do not produce it correctly often suffer 
from recurrent hoarseness. Foggy weather also predisposes to both con- 
ditions, and workers in certain trades (e.g. furriers and tobacco workers) or 
those who deal with irritant fumes (e.g. acids, ammonia) are susceptible to 
them. Infection of the nasal sinuses, particularly maxillary sinusitis, and 
anything causing nasal obstruction, and so mouth-breathing (e.g. nasal 
polypi, severely deflected nasal septum), help the development of both 


diseases, as may septic gums or teeth and infected tonsils. 
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Chest infections, especially those causing persistent coughing (bronchitis, 
bronchiectasis), tend to give rise to laryngitis, and recurrent mild attacks of 
acute catarrhal laryngitis are not uncommonly associated with early pul- 
monary tuberculosis. Heavy smoking and drinking are definitely causative 
factors, and persons of plethoric build who are bon viveurs are particularly 


susceptible to recurrent symptoms. 


SYMPTOMS 

Acute pharyngitis.—At the onset the patient may feel that he has a chill 
with some slight rise in temperature. Throat symptoms are usually mild, 
with a feeling of discomfort or slight pain or dryness. In more severe cases 
the temperature will be higher and the pain in the throat be more severe, 
especially when attempts are made to swallow, and there may even be severe 
dysphagia. ‘There may be some pain or even tenderness in the neck because 
of cervical adenitis. ‘The voice is thick and there are constant efforts to clear 
the throat of the accumulated mucus or muco-pus. In very severe cases 
there may be marked toxemia and, occasionally, difficulty in breathing. 

Acute laryngitis.—The patient often feels that he has a chill. Soon the 
voice becomes husky and, later, hoarse. In severe cases the patient may be 
able to speak only in a hoarse whisper. The throat feels uncomfortable and 
there may be slight pain, particularly on trying to talk. ‘There may be cough, 
usually non-productive. Dyspnoea and stridor are rare but, in children, 
attacks of respiratory distress may occur (laryngitis stridulosa or false croup) 

Chronic pharyngitis Symptoms may be quite mild and many throats in 
which the appearance suggests mild chronic pharyngitis may cause fio 
symptoms at all. At other times the slight findings on examination, suggest- 
ing mild inflammation, hardly seem to account for the distressing symptoms 
described by the patient. In fact, in many cases there appears to be psycho- 
genic aggravation. As a rule, there is some discomfort or aching. Feelings 
of ‘a lump’ or ‘a hair’ are not uncommon and complaints are made of 
catarrh, excessive salivation and a feeling of a need to swallow often. The 
voice is sometimes thick or weak. There is no dysphagia. If this is complained 
of or if there is much pain, particularly on swallowing solid foods, a neoplasm 
in the pharynx should be suspected; pain may be referred to the ears. 

Chronic laryngitis.—The main symptom is some voice change. There may 
be slight huskiness, at first intermittent but later persistent. Hoarseness 


may supervene but the voice is rarely lost completely. ‘There may be a feeling 


of tiredness and soreness and, occasionally, cough with some sputum. 


EXAMINATION OF THE PHARYNX AND LARYNX 
A partial view of the pharynx can be obtained by depressing the tongue and 
using daylight or an electric torch. A complete view is not possible without 
using a laryngeal mirror, with light from an electric headlamp or reflected 
by a frontal head-mirror from a suitable lamp. American doctors of all 
kinds would seem to wear a forehead mirror if one is to judge from their 
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appearance in American cartoons. 
Are doctors in this country less 
familiar with its use? 

With the mouth opened the 
patient is asked to say a prolonged 
‘ah’, and the general appearance 
of the tongue (and its movements), 
palate, fauces, tonsils and pos- 
terior pharyngeal wall can be seen. 
The teeth and gums should be 
examined, as well as the mucosa 
of the cheeks (Koplik’s spots). 
Any unusual redness of the pha- 
rynx, and its distribution, should 


be noticed, as well as movements 


of the palate and pharyngeal wall Fk 


I View of the larynx during quiet 
Particular attention should be paid respiration The base of the tongue and 


vall xz and oO ) of the ph . 
to the tonsils and to the rest of illecule ar the lower part of the I irvi 


including the pvyriform fossx, can also be seer 


the pharyngeal lymphoid tissue 
and to the presence of a membrane or of ulceration 
In chronic pharyngitis, examination may be difficult because the throat is 
sensitive and retching occurs. The throat is reddened and congested 
especially the lateral walls. ‘The uvula may be swollen and lengthened and 
so eedematous as to be almost translucent in appearance. All the pharyngeal 
lymphoid tissue may be enlarged, particularly in two vertical bands behind 
the posterior pillars of the fauces 
he larynx and lower part of the 
pharynx should be inspected with 
the laryngeal mirror (fig. 1, 2). In 
acute and chronic laryngitis the 
vocal cords will be reddened, pos- 
sibly slightly swollen and perhaps 
rounded in appearance, with some 
excess of mucus or muco-pus on 
their surfaces or stretched be- 
tween them. There will probably 
be general redness and sometimes 
swelling of other parts of the 
larynx, but the changes are sym- 
metrical. In chronic laryngitis 
there may be quite marked swell- 
ing of the interarytenoid region 
After viewing the larynx and the 
movements of the vocal cords the 


SCOP neighbouring structures should he 
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examined. With the laryngeal mirror the pyriform fossa, the hypopharynx 
and post-cricoid region, the base of the tongue and the vallecule can all 
be seen. Careful inspection is necessary for early detection of the neoplasm 
in which symptoms are only slight and which without careful examination 
may lead to an incorrect diagnosis of chronic pharyngitis. 

The nose and nasopharynx should be included in a complete examination 
so that disease there may not be overlooked. 'Transillumination of the antra 
and, in cases of doubt about the presence or absence of sinusitis, radiography 
should be advised. It is not always easy to see the nasopharynx satisfactorily 
with a nasopharyngeal mirror, but it is well worth while trying. The pre- 
sence of muco-pus may give a Clue to the likelihood of sinus infection. One 
of the most commonly overlooked tumours in the body is the early neoplasm 
of the nasopharynx; the symptoms may be slight at first: some stuffiness of 
the nose, a little post-nasal catarrh and slight deafness 


DIFFERENTIAL DIAGNOSIS 
It cannot be stressed too strongly that, with appropriate and relatively 


simple treatment, acute laryngitis and acute pharyngitis should soon get 
well. Similarly, chronic laryngitis and pharyngitis should soon show im- 
provement with treatment although, with both, patients will, as a rule, take 


some time to become symptom free and recover completely. 

In all cases it is essential to exclude a continuing cause: maxillary sinusitis, 
nasal obstruction due to polypi, dental sepsis or pyorrhcea are examples of 
conditions which should be discovered on examination. Overuse or abuse of 
the voice should be corrected and smoking should be given up or drastically 
reduced. 

If symptoms continue in spite of treatment the suspicion should arise that 
something more severe than a catarrhal infection is present and all examina- 
tions should be carefully repeated. ‘The attack of pharyngitis or laryngitis 
may be one of the early evidences of an infectious disease, such as influenza, 
scarlet fever, measles or German measles. With glandular fever the sore 
throat is resistant to treatment and there may be membrane formation. 

In secondary syphilis the throat is generally erythematous, particularly the 
soft palate and the edges of the faucial pillars, and all the lymphoid tissues 
will be found enlarged. ‘There may of course be mucous patches or snail- 
track ulcers. 

Any sore throat which persists for three or four weeks in spite of treatment 
should suggest the possibility of syphilis. In the larynx the secondary stage 
of syphilis is marked by a catarrhal laryngitis, usually mild, with nothing 
pathognomonic about it. Tertiary syphilitic lesions of the pharynx and 
larynx are much less often met with than used to be the case. The appear- 
ances are characteristic. 

Tuberculous lesions of the pharynx have a typical appearance and, with the 
exception of lupus, are usually very painful. Tuberculous laryngitis is now 
much less common than it was some years ago. The appearances should 
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lead to a correct diagnosis—the pallor of the soft palate is often quite 
striking. In cases of doubt the chest should be x-rayed 

Vincent’s angina and diphtheria of the pharynx both show a membrane, 
and examinations of smears and culture decide the diagnosis. In cases of 
doubt no time should be lost in instituting the appropriate treatment while 
waiting for the bacteriological reports. Diphtheritic laryngitis has become a 
very uncommon disease in children. As a rule there is pharyngeal infection 
as well. The cough is dry and short, often muffled, and the voice is hoarse. 
Difficulty in breathing gradually increases but there may be spasms of 
increased difficulty 

In laryngitis stridulosa, which is merely acute laryngitis in children, the 
strong croupy cough is the striking symptom. ‘The voice is strong but rough 


Attacks of dyspnea and spasm may develop quite quickly, especially in the 


evening. Bacteriological examination will settle the diagnosis if it is in 
doubt. Examination of the larynx by direct laryngoscopy may be necessary 
Icute laryngo-tracheo-bronchitis, which occurs in infants and small children, 
is a severe disease and tracheotomy may be required 

The Paterson and Brown-Kelly (or Plummer-Vinson) syndrome which pro 
duces dysphagia should be readily recognized by the accompanying chronic 
superficial glossitis, nail changes and anemia. Quinsy and retropharyngeal 
abscess cause severe symptoms, but the presence of swelling should be 
obvious. 

Cancer of the pharynx, particularly of the pyriform fossa, may give rise 
at first to only mild and unremarkable symptoms: a little discomfort, very 
slight pain on swallowing, or dysphagia or very slight hoarseness. An excess 
of frothy saliva in the throat is found in cases of growth and with pharyngeal 
paralysis. /nnocent neoplasms of the larynx producing hoarseness are readily 
recognized by their characteristic appearance. Cancer of the larynx in its 
earliest stages is marked by mild but persistent huskiness and only later by 
severe hoarseness. The appearances are typical 

Paralysis of the pharynx and palate will cause some trouble in swallowing, 
particularly with fluids, and there may be regurgitation through the nose 
Laryngeal paralysis, if unilateral, causes only persistent huskiness or 
hoarseness 

If all organic causes have been excluded the symptoms complained of 
may be functional, but this diagnosis should be arrived at most carefully and 
it should be subject to review. In functional aphonia there is no voice and 
the vocal cords are seen to be in the abducted position. 

A general examination of the patient should of course be made. Occasion- 
ally a blood examination will show changes from the normal (e.g. agranulo- 
cytosis, leucopenia, anemia, mononucleosis, leucocytosis). 


TREATMENT 
In most cases of pharyngitis or laryngitis the sulphonamides and anti- 
biotics will not be required. In the more severe conditions, with high fever, 
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much pain and evidence of swelling of the mucosa, it is wise to give penicillin 
or another antibiotic in the early stages. Penicillin lozenges should be used 
with care because of the risk of stomatitis. 

With acute pharyngitis and acute laryngitis the tendency is to fairly rapid 
recovery in most cases. Rest at home and preferably in bed and rest of the 
voice are essential; if necessary the voice should not be used at all or merely 
in a whisper. Care should be taken to ensure that the vitamin content of the 
diet is adequate and sometimes supplementary vitamins may be required, 
particularly A, the B group, C and D. Rachitic children are particularly 
liable to develop infections of the upper respiratory tract. If there is any 
suspicion of agranulocytosis the causative drug should be stopped im- 
mediately and treatment by pentose nucleotide be started without delay 
Aspirin, 10 grains (0.6 g.), and powder of ipecacuanha and opium, § to 15 
grains (0.3 g. to 1 g.), are of general use. Hot drinks are soothing and so are 
inhalations of medicated steam (compound tincture of benzoin, B.P.C., 60 
minims [4 ml.], or menthol, 4 grains [0.25 g.], and tincture of eucalyptus 
B.P.C., 60 minims [4 ml.], added to a pint [0.5 litre] of boiling water). 

An almost endless variety of throat lozenges is available and nearly all 
are useful. Glycerin and blackcurrant lozenges, or those containing phenol, 
| grain (20 mg.), or menthol are especially soothing. 

Gargles are of doubtful value but patients will usually expect them 


Salicylic acid, 5 grains (0.3 g.) 
Sodium chloride, 60 grains (4 g.) 
Bicarbonate of soda, 15 grains (1 g.) 


added to a glassful of warm water may be used as a gargle. An aspirin 
mixture gargled and swallowed will relieve a painful throat. 

If there is much cough a linctus (linctus of codeine, B.P.C., 60 minims 
[4 ml.], or Gee’s linctus, 60 minims [4 ml.]) should be given and an ex- 


pectorant mixture is sometimes useful. Compound paint of iodine, or silver 


proteinate 10 per cent. solution are commonly used throat paints. 

In children with acute laryngitis, hot compresses to the neck are useful 
and in cases which develop spasms of dyspnoea a hot bath may help. 
Ipecacuanha wine, 60 minims (4 ml.), is efficient as an expectorant and 
emetic which will help to get rid of accumulated mucus in the air passages. 

Treatment for chronic pharyngitis and chronic laryngitis should be on 
similar lines to that given for the acute conditions. 

Enough has been said already about the search of the nose and sinuses for 
a continuing cause of symptoms. Sinusitis or polypi may require treatment 
which often has to be surgical. Nasal obstruction leading to mouth breathing 
will occasionally call for correction. ‘Tonsillectomy may be required. In 
children particularly, the removal of unhealthy tonsils or adenoids is often of 
the greatest value. Attention to the teeth and gums is often necessary. 

Rest of the voice is essential to the cure of laryngitis. Adjustment of living 
conditions and habits may be required in cases of chronic pharyngitis. 
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‘Those who use their voices professionally may benefit from instruction by 


a speech therapist about correct voice production to prevent trouble in the 
future. A singer with laryngitis should not sing but some temporary relief 
can be given if the larynx is sprayed with a weak solution of cocaine or 
adrenaline. In these days the galvano-cautery is used only occasionally in 
cases of chronic pharyngitis, and the more potent applications (such as silver 
nitrate, 2 to 5 per cent. solutions) are not so favoured as was formerly the 
Case. 

In some cases symptoms will persist until a good and restful holiday is 


taken, preferably in a warm and mild climate 
If symptoms persist 
(1) Make sure that there is no sinus infection 
(2) Advise the drastic cutting down of smoking and drinking of spirits 
(3) Regulate the use of the voice, urging whispering only 


(4) Make sure that the pharynx and larynx have been thoroughly ex- 


amined; always remember the possibility of neoplastic disease 
(5) Examine the neck; there may be enlarged glands 


(6) Remember the possibility that syphilis or tuberculosis may be the 
cause. In persistent cases x-ray the chest and test the Wassermann reaction 
of the blood 


(7) A blood examination (red and white counts) may be useful 


(8) The symptoms may be functional. Many patients who complain of a 
lump or tight feeling in the throat are frightened of cancer. Questioning will 
often reveal that a close relative or friend has suffered from malignant 
disease. One should not make the diagnosis of a functional condition, often 
conveniently labelled ‘pharyngeal paresthesia’, until organic disease has been 
definitely excluded. ‘To reinforce the assurance given to the patient, x-ray 
examination of the @sophagus or of the soft tissues of the neck may be 


required and in some cases endoscopic examination must be advised 


PREVENTION 

As a protection against upper respiratory infections vaccines are of little 
value except in the very occasional patient. Excesses of diet (carbohydrate 
excess is particularly blamed), drinking and smoking should be avoided 
The diet should be rich in vitamins and include fresh fruit and vegetables 
and plenty of butter and milk. Overcrowded, overheated, dusty, stuffy and 
poorly ventilated atmospheres should be avoided. ‘The voice should not be 
strained and, if necessary, lessons in elocution and voice production should 
be taken, particularly in those whose voice is their livelihood. ‘The importance 
of a healthy nose and mouth has been emphasized. 


The illustrations are reproduced from Diseases of the Nose and ‘Throat’ by 
StClair Thomson and V. E. Negus, by courtesy of the publishers, Cassell & Com 
pany Ltd 





SINUSITIS: ACUTE AND CHRONIC 


By W. I. DAGGETT, M.B., F.R.C.S. 
Senior Surgeon, Ear, Nose and Throat Departme nt, King’s College Hospital 


DicTIONARIES define sinusitis as ‘inflammation of any sinus, the common 


application being to inflammation of a nasal accessory sinus’, but only a 


small proportion of those complaining of symptoms which originate in the 
sinuses are suffering from a true inflammation. Gill-Carey (1950) divided 
sinusitis into two types, suppurative and non-suppurative; he pointed out 
that 30 per cent. of cases fall into the first category and 70 per cent. into 
the second. The appellation ‘non-suppurative sinusitis’ is convenient but 
inaccurate, for the disease in question is part of a general bodily disturbance 
which is accompanied by ceedematous swelling of nasal and nasal sinus 
mucosa; it is not an inflammation, although intermittent secondary infec- 
tion is common and intractable secondary infection is almost inevitable if 
ill-advised surgical procedure is undertaken. The excuse for adopting the 
inaccurate title ‘non-suppurative sinusitis’ is paradoxically that it does 
underline a difference in pathology which in turn calls for a completely 
different plan of treatment. In the past, when it was customary to treat all 
cases alike, unwise and unnecessary operations were performed upon 
patients suffering from nasal allergy; disastrous results followed and a host 
of miserable incurable invalids lived on to haunt the surgeon. The vast 
majority of cases defined by Gill-Carey as ‘non-suppurative sinusitis’ are 
in fact cases of nasal allergy, although a few originate as a result of endo- 
crine disturbances, dietary deficiencies, or the continued use of nasal drops. 

This article is primarily concerned with inflammation in the sinuses, but 
so important is it to recognize those sinus disorders which are not infective 
that there must be some digression beyond the strict ‘terms of reference’ 
It is not intended, however, to delve deeply into the etiology of nasal 


allergy or to discuss its treatment. 


PHYSIOLOGICAL AND PATHOLOGICAL CONSIDERATIONS 
The normal nose is well equipped to deal with infections, its specialized 
mucosa secretes mucus in substantial quantities (14 to 2 pints [0.85 to 1.1 
litres] in 24 hours) which forms a thin blanket over its surface. Cilia, work- 
ing continuously, sweep this mucus blanket towards the post-nasal space in 
such an even manner that its disposal by swallowing is an unconscious pro- 
cess. Ciliated epithelium, continuous with that of the nose, lines every one 
of the accessory sinuses, and movement of secretions is towards the natural 
ostium. In the course of every cold all the sinuses are affected by continuity 
and in the invasion stage there is oedema of the lining and sluggishness of 
the cilia; usually the ciliary mechanism has reserves sufficient to overcome 
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the imposed burden and early complete resolution takes place. During the 
secondary infection stage of a severe cold the ciliary mechanism of a sinus 
may break down because exudate becomes sticky and the ostium too small. 
In these circumstances, muco-pus collects and there is inefficient overflow 
drainage into the nose; occasionally the ostium is completely blocked and 
an empyema results 

The antrum is the sinus whose defences most often prove inadequate, 
though sometimes all sinuses are involved (pansinusitis). ‘The degree of 
acuteness of symptoms is related, among other things, to the completeness 


or otherwise of occlusion of the ostium 


ACUTE SINUSITIS 

Etiology.—Vhe common cause of this disease is acute rhinitis accompanying 
a cold, influenza or any illness of which infection of the upper respiratory 
tract is a feature. Swimming may be responsible, and especially vulnerable 
are those who jump feet first into swimming baths from a height. The 
antrum may become involved in direct spread of infection from a tooth 
root: the second premolar and the first two molars are the common offenders 
The wall between the roots of these teeth and the antral cavity may be paper 
thin; indeed, not uncommonly a fistulous opening into the antrum results 
from the extraction of one of them. An uncommon cause of sinus infection 
is grave facial injury. Predisposing causes are important: an anatomical 
abnormality of the septum may restrict ventilation and drainage of a group 
of sinuses, whilst centrally heated houses, maintained at high temperature 
without thought to attain correct humidity, can overload the cilial 
mechanism 

Bacteriology [he most common organisms discovered in cases of acute 
sinusitis are pneumococci, streptococci (often haemolytic), and staphylococci 
Almost all these invading organisms are susceptible to modern antibiotics 
and quite a high proportion to the sulphonamides. The bacteriological 
picture is different when the infection is of dental origin, for anaerobic 
organisms are present and a faetid odour is the rule 

Symptoms and signs.—There is a marked variation in severity of symp- 
toms, largely dependent upon virulence of the infecting organisms and the 
completeness or otherwise of ostial occlusion. Many patients in the course 
of a severe cold may have an antrum full of muco-pus and yet only com- 
plain that their cold takes an uncommonly long time to get well. At the other 
end of the scale is the patient whose temperature is raised, whose neuralgic 
pain over the face is severe and whose frontal headache (especially in the 
mornings) 1s prostrating. Sometimes there is edema and congestion of an 


upper eyelid with lacrimation and proptosis. It serves no useful purpose to 


try and sort out from the symptom pattern whether one or more sinuses are 


involved. 
Practitioners may not have adequate facilities for accurate examination of 
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the nose and post- 
nasal space, but if 
a trickle of pus can 
be seen under a 
middle turbinate 
the diagnosis 
usually cannot be 
in doubt Even 
without a post- 
nasal mirror some 
useful information 
can be obtained by 
depressing the 
tongue—a narrow 
trickle of muco-pus 
can often be seen 


on the posterior 


pharyngeal wall 


behind the pos - 

terior faucial 

pillar. ‘he trans- 

illumination test 

occasionally helps 

to confirm a diag- 

nosis but its unre- 

liability is such that 

it can justifiably be 

omitted. ‘lender 

ness of the floor of 

the frontal sinus is 

more common than 

tenderness over the 

canine’ fossa \ 

good X-ray can al- 

ways be relied 

upon, and one 

film, taken at the 

(bh) standard occipito- 
mental tilt, is all 
[wo x-rays of the sinuses in adults, taken at the that is required 
occipito-nrental tlt, thus ensuring that the shadow of the such a film shows 


petrous temporal bone does not overlap the antrum 


(a) Clear frontal sinuses. Right antrum smaller than left and at once any antral 


‘ onstrating fli l 
jemonstrating fluid level or frontal sinus 
(b) Right antrum: almost complete opacity; right frontal 


stems Geet toad disease (fig. 1a, b) 
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It is an extreme rarity for ethmoiditis to exist without obvious sign 


trouble in the antrum of the same side 


TREATMENT Ol ACUTE SINUSITIS 
‘Treatment of acute sinusitis is a medical and not a surgical problem; in- 
deed, surgery may often initiate rather than prevent serious complications 
In all but the mildest cases complete bed rest is essential and the primary 
object must be to encourage the restitution of proper physiological function 
Pain can usually ‘be adequately controlled by some favourite anodyne and 
it is well to assure a good night's sleep by prescribing a hypnotic. It is re- 
markable that so much contradictory advice should be given in different 
textbooks with regard to such treatment as medicated steam inhalations, 
cold compresses, hot compresses, short-wave diathermy and what not. Some 
patients may say that they feel more comfortable after an inhalation, others 
may be thankful for a cold (or hot) compress; these non-curative measures 
may be sanctioned but not at the expense of interfering with proper rest 
Above all, a word of warning must be given against short-wave therapy, 
which will undoubtedly increase pain while sinus ostia are blocked. Vaso- 


constrictor drugs are of real value, and 0.5 per cent. ephedrine in normal 


physiological saline is as good as any. There is no advantage in adding 


essential oils, sulphonamides or antibiotics; indeed, in this acute stage there 
are disadvantages in that cilial action may be further damped down thereby 
Introduction of vasoconstrictor drops must be effected with the head hang 
ing in the extreme extended position over the side of the bed; if one side 
only is being treated some lateral rotation is also necessary. Vasoconstrictors 
can be used in an atomizer but there is no great advantage in this method 
These drugs should be abandoned at the earliest opportunity. 

Severe cases demand systemic sulphonamide and antibiotic treatment; 
for instance, an adult may be given ‘sulphatriad’, 2 grammes as a loading 
dose, followed by 1 gramme 4-hourly as a maintenance dose, whilst a daily 
or twice-daily injection of 300,000 units of ‘distaquaine’ penicillin may be 
prescribed. Attempting to culture organisms and test for sensitivity in the 
first instance wastes time and may provide misleading information, although 
such a test is essential if a case fails to improve. After a few days, severe 
symptoms will have subsided but rapid progress to complete recovery is not 
the rule; indeed, rather more elaborate measures may become necessary to 
encourage restitution of normal function. It has been recognized for many 
years that the maxillary antrum is the major enemy and if this ‘key sinus’ 
can be induced to look after itself, other sinuses will quickly follow suit. 
This is the juncture at which it is wise deliberately to puncture the antrum 
(proof puncture) and to wash it out using normal saline solution. ‘The pro- 
cedure, though not difficult, is better not attempted by a general practitioner 
unless he has had the opportunity of ‘keeping his hand in’. The object is 
temporarily to empty the antrum and so give the cilia a chance to recover 
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and the swollen mucosa around the ostium to shrink down. Puncture may 
have to be repeated several times at, say, twice-weekly intervals before re- 
covery takes place. ‘There are, of course, cases which progress to a chronic 
stage whatever is done, but early recognition and appropriate treatment 
ensure a high recovery rate. 


CHRONIC SINUSITIS 

Etiology.—When a fortnight has elapsed from the onset of acute sinusitis 
and resolution has not occurred, a case may be adjudged chronic; this is an 
arbitrary yet convenient limit. Chronicity may result from a combination of 
several factors: general ill health, some intranasal deformity which hampers 
easy drainage and ventilation of a group of sinuses, failure to recognize early 
and treat correctly the acute stage, or failure to spot a bad tooth which is 
constantly reinfecting the antrum. 

Symptoms and signs.—Symptoms are often surprisingly few; in many 
cases patients have forgotten what it is to feel really clear in the head and 
consider that they are in normal health until an acute flare-up assails them 
Nasal symptoms are: obstruction (often intermittent) and discharge which 
stains the handkerchief yellow or green, consciousness of post-nasal secre- 
tions especially in the mornings, a blunted sense of smell and taste or the 
sensation of an unpleasant smell when the antrum is infected from a dental 
source. In addition, there may be loss of hearing acuity from Eustachian 
tube obstruction, and many symptoms referred to other parts of the respira- 
tory tract, e.g. husky voice, cough. Pain is often absent, although frontal 
headache soon after rising from bed yet improving after luncheon is quite a 
common feature. 

Clinical examination of the patient is sometimes singularly negative; so 
much so that a practitioner not accustomed to examining the nose and post- 
nasal space can justifiably dispense with this step and arrange an x-ray 
examination forthwith. Those practised in the art of rhinoscopy may note 
mucosal swelling or a bead of pus in the region of the middle meatus, and 
a trickle of muco-purulent secretion on the posterior pharyngeal wall 
Polypi may be seen in the middle meatus but these are not a feature of 
chronic sinusitis. The practised eye can often distinguish straight away 
between such polypi and those which result from uncomplicated nasal 
allergy: the former tend to be smaller, more sessile and redder in colour. 
Tenderness on palpating over the canine fossa is not to be expected but 
there may well be tenderness over the floor of the frontal sinus. ‘Tenderness 
associated with swelling over the canine fossa should always arouse suspicion 
of a dental abscess or of malignant disease. 


TREATMENT OF CHRONIC SINUSITIS 


A patient suffering from chronic sinusitis who has not had the benefit of 


treatment during his acute illness may occasionally respond to conservative 
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measures along the lines already described. It is, for instance, worth while 
when dealing with an antrum not too seriously involved, to puncture, wash 
out, and then fill the cavity with procaine penicillin in oil, any residue of 
which should be washed out after four days: this measure can be repeated 
several times. In general though, it is true to say that treatment of chronic 
sinusitis is surgical and that the aim must be to preserve ciliated mucous 
membrane unless it is so degenerate that it can never recover. It is necessary 
to make it quite clear that I am here referring only to chronic sinusitis not 
considered to be secondary to allergic rhinitis. 

Sometimes, in non-urgent cases, a quite minor surgical procedure is called 
for; the timely straightening of a deflected septum which has been crowding 
the middle meatus region, or the removal of the enlarged cystic anterior end 
of a middle turbinate which, through pressure, has prevented drainage and 
ventilation of antrum or frontal sinus. The surgeon may have to open an 
antrum by the intranasal route if he thinks that the lining membrane can 
recover after simple drainage. Should he consider the lining to be de- 
generate he will decide upon the more radical (Caldwell-Luc) operation 
performed through the canine fossa; he will strip out the membrane and 
then effect drainage into the nose. Chronic antral infection of dental origin 
often calls for the Caldwell-Luc procedure so that a tooth root may be 
removed from the cavity, or as a preliminary to closing an antro-oral fistula 

Many cases of chronic infection involving frontal, ethmoid, and even 
sphenoid sinuses can be controlled by the operations just described 
failures mean that these more inaccessible sinuses have been freed too late 
from the constant embarrassment of contiguous antral disease. Chronic 
frontal sinusitis, ethmoiditis or sphenoid sinusitis persisting in spite of 
rational treatment to the antrum occasionally call for further surgical treat- 
ment: an appropriate external operation must be undertaken. 


NASAL ALLERGY 
Nasal allergy is a disease in which tissues become sensitized to certain 
agents (usually foreign proteins) and when nasal mucosa is affected there is 
intercellular transudation which leads to the characteristic edema. There is 
also surface exudation of thin watery secretion containing many eosinophil 
cells so that handkerchief after handkerchief is soaked through each day. 
Mucosal cedema varies so that severe and wearisome nasal obstruction comes 
and goes, whilst there is a tendency to sneezing bouts. Localized mucosal 
cedema is the starting point of the nasal polypi which are a not uncommon 


sequel of allergic rhinitis. Mucosal swelling is not confined to the nasal 
cavities: variable swelling also affects sinus-lining membranes in such a way 
that ostia are intermittently blocked. This is the explanation of symptoms 
referred to the sinuses: negative pressure builds up producing the well- 
known vacuum pains of which vacuum frontal headache is the best-known 
example. Sinuses which are improperly drained and ventilated should in 
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theory become easily infected but, strangely enough, secondary infection is 
not particularly common, nor is it usually severe. This can be explained 
because sufferers are not prone to develop the ordinary head cold. 

It is not intended here to delve into academic theories of causation, to 
discuss the value of skin testing, or indeed to write of the various possible 
lines of treatment. The point at issue is that nasal allergy is often mistaken 
for true sinusitis, a mistake which it is important to avoid. It is right and 
proper to puncture and wash out a secondarily infected antrum so that 
treatment directed towards control of allergy may have a chance to succeed. 
If the washings contain but a little clear mucus or a small ‘blob’ of muco-pus, 
further lavage is unnecessary. Drainage or more elaborate operative pro- 
cedures should be avoided at all costs. 

Before leaving the subject of allergy a digression seems justified: mucosal 
cedema may, and commonly does, result from the unnecessary and un- 
scientific use of nasal drops; in such a case it is common to be able to help 
the intelligent type of patient by carefully explaining nasal physiology and 
persuading him or her to throw all bottles of local medications into the 


dustbin. 


SINUSITIS IN CHILDREN 
Infection of the nasal sinuses is a common disease of childhood, a fact which 


has only been generally realized during the last twenty years. As early as 
1922, Mollison and Kendall pointed out that 22 per cent. of children at the 


time of removal of tonsils and adenoids had gus or muco-pus in one or both 
antra, but it was the work of Crooks (1936, 1938), at The Hospital for Sick 
Children, Great Ormond Street, which really led to general recognition of 
sinusitis in children as an important clinical entity. Earlier in the century it 
was considered proper to blame the tonsils and adenoids when any child had 
a running nose and intermittent nasal obstruction, and thousands of opera 
tions were performed with little or no benefit to the patients. 

Young children, like adults, develop sinus infections as an extension of the 
acute rhinitis accompanying a head cold and progression to a chronic stage 
is all too frequent for several reasons. Adenoids are commonly a handicap 
to breathing in any case; during a cold the additional swelling may obstruct 
nasal respiration severely. Children are often quite content to keep their 
mouths open and they usually show reluctance to acquire the art of correct 
nose blowing. It has already been pointed out that in adults the antrum is 
the key sinus and that successful treatment of the antrum is usually followed 
by resolution in other sinuses which may be infected. ‘This is an even more 
obvious fact when applied to the sinusitis of children—indeed, in well over 
go per cent. of cases only the antra need be considered. 

Acute sinusitis is often not recognized because parents regretfully accept 
the fact that their child has got a worse cold than usual and leave it at that. 
A child whose acute attack is particularly severe and accompanied by marked 
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tonsils and adenoids; the latter must be dealt with strictly on their own 
merits. As in adults, the antra of allergic children may at times become 
secondarily infected. 

The symptoms and signs of true chronic sinusitis in children are a long 
series of head colds with no completely free interval, a constant muco- 
purulent discharge, variable nasal blockage and a toneless voice; almost 
invariably there is an irritable cough, the child looks pale and the appetite 
is often poor. It would be a waste of time to write about the physical signs 
of chronic sinusitis, for the physician must depend upon a good x-ray when 
making a diagnosis. The transillumination test should not be attempted for 
it may prove disastrously misleading. In other words, if there is any sus- 
picion in the mind of the practitioner, an x-ray should be arranged without 
delay; only one film, taken at the occipito-mental tilt, is necessary (fig. 2a, b), 
A ‘clear’ picture can be relied upon to prove that there are no retained 
secretions, but the converse is not necessarily true, for a radiologically 
opaque antrum may prove to be clean on washing out. A marginal shadow 
around an antrum when the central part of the cavity is obviously ‘air filled’ 
is quite a common finding, and this means mucosal swelling. Such swelling 
may result from recurrent infection but, on the other hand, may be a mani- 
festation of uncomplicated nasal allergy. 

Successful treatment presents many difficult problems, for sinus infection 
is not always the only trouble. In many cases the tonsils and adenoids are 
diseased or, at best, suspect, housing conditions may be poor, diet may be 
unsuitable, and upbringing may leave much to be desired. In many cases 
the family doctor can do much in the way of improving home conditions: he 
can advise about diet and he can talk firmly to the fussy anxious mother, 
the nose of whose only child is sluiced with proprietary remedies and her 
mind confused by ignorant confidences about catarrh. Instruction in correct 
methods of nose blowing is amply repaid. 

The local treatment most usually adopted is antral lavage repeated at 
intervals until the washings are returned clear. At The Hospital for Sick 
Children, Great Ormond Street, this procedure is carried out at weekly 
intervals upon groups of children under local analgesia: so efficient is the 
organization that usually all goes smoothly. Many surgeons prefer to employ 
a short general anesthetic or alternatively a full dose of some barbiturate 
plus a local analgesic. Displacement therapy by the Proetz method is useful 
but more as an adjunct to, than a substitute for, antral lavage. The child’s 
head is hung over the end of a table so that a line joining the external auditory 
meatus to the chin is vertical; 3 to 5 ml. of normal saline, or 0.5 per cent 


ephedrine in normal saline, are warmed and dropped into the nose. The 
nozzle of a suction bulb exhausted of its air is placed in one nostril, the 
other nostril being firmly closed. The patient must repeat the letter ‘K-K-K’ 
quickly and without pause while the suction bulb is released; thus, air is 
sucked from the sinuses and the solution takes its place. Some consider that 
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drops may be instilled with good results when the head is back-tilted as 
described above and that the displacement bulb is not in fact necessary 
Breathing exercises are only of value when there is an adequate airway, and 
this seems a convenient point to discuss the important question of diseased 


tonsils and enlarged adenoids coexisting with chronic sinusitis 


TONSILS, ADENOIDS, AND SINUSITIS 

Adenoids obviously large enough to obstruct nasal respiration must be re 

moved forthwith, for an infected sinus cannot be relieved when the nasal 
airway is non-existent. It so happens that the removal of grossly obstructing 
adenoids will enable mild chronic sinusitis to get well in some cases without 
further treatment. Should adenoid obstruction coexist with severe chronic 
sinusitis, there is no contraindication to adenoidectomy, combined with the 
insertion of indwelling polythene tubes through which the antra may be 
washed out thrice daily. In my opinion this is a safe method requiring but 


one anesthetic, but it must be pointed out that some surgeons still prefer 
to deal with adenoids first and with the antra later. Should the adenoids be 
adjudged merely of ‘doubtful integrity’, it is perfectly logical to attempt cure 
of the infected antra first, either by inserting indwelling polythene tubes or 
by repeated proof puncture; subsequent breathing exercises may then work 


wonders so that adenoidectomy is no longer considered necessary 

When all the above methods have been tried and have failed the surgeon 
is faced with a difficult problem. Intranasal antrostomy is an easy operation 
to perform badly but desperately difficult to perform so well that the open 
ing remains patent. It is probable that the best course is a radical (Caldwell- 
Luc) operation and it is surprising how easily a diseased lining membran¢ 
can be stripped out despite the limited exposure. 


I should like to thank Dr. Una Scorer and Mr. W. Smith for their help in pro 
ducing the x-ray photographs 
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THE increasing popularity of air travel may bring special problems to th« 


general practitioner. The most common and important condition that he 
will meet is barotrauma, which results from the maladjustment of pressure 
or failure of the equalizing mechanism during atmospheric pressure varia 
tions. A knowledge of predisposing factors and the management of the 
resultant effects is therefore important, since not only inexperienced, but 
also widely travelled, passengers may come for advice and treatment 

The term barotrauma has been applied to a definite train of symptoms 
which are referable to the air-containing cavities, the middle-ear cleft and 
the accessory nasal sinuses. When it involves the ear it is termed otitic 
barotrauma (acute or chronic) and when it involves one of the sinuses it is 
referred to as sinus barotrauma (maxillary or frontal, acute or chronic) 
Armstrong and Heim, who drew attention to the ear manifestations of baro 
trauma in 1937, termed it ‘aerotitis media’. ‘This term is somewhat confusing 
as it is liable to misinterpretation. It is apt to give the impression that it has 
an infective origin similar to otitis media. It should be emphasized that 
infection is rarely superimposed as a complication. 


PHYSICAL CONSIDERATIONS 

Before dealing in more detail with the clinical manifestations, predisposing 
causes, prophylaxis and treatment, it is important to understand certain 
physical considerations which are applicable to such air-containing cavities 
as the middle ear and accessory sinuses. The density of the atmosphere 
which surrounds the surface of the earth decreases with altitude. Thus, at 
18,000 feet (5400 metres) the atmosphere is only half as dense as at sea 
level, about one-fourth as dense at 34,000 feet (10,200 metres) and about 
one-eighth as dense at 48,000 feet (14,400 metres). ‘he change, however, 
is not linear per unit of altitude but curvilinear, as shown in figure 1. 

On moving from a region of greater density to a region of lesser density as, 
for example, in ascent or in a decompression chamber, the air or gas in a 
closed air-containing cavity expands until equilibrium is established between 
the forces acting inside the cavity and those outside. ‘The constituent gases 
are subject to certain physical principles which follow the laws of gaseous 
expansion and compression. The degree of expansion will depend upon two 
factors: the difference in density of the gas inside and outside the cavity, and 
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the elasticity of the walls of the cavity. On descent, when the forces are 


applied in an opposite manner, the opposite effect occurs. 

‘The cavity with an opening accessible to the outside, however, is affected 
during ascent or descent only in that the contents of the cavity flow out- 
wards during ascent; on descent, gas from outside is drawn inwards until 


equilibrium is established. During ascent a normal sinus with an unob 
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structed ostium will allow its gaseous contents to move outward; on descent 
the flow of air or gas is in the opposite direction. When conditions are normal 
the movement is not accompanied by any change in the structure of the 
sinus; Consequently no sensation is felt and no symptoms occur. The free 
flow of gaseous exchange may be altered or prevented by two conditions 
the presence of pus, fluid or mucus covering the ostium, or obstruction of 
the ostium by redundant tissue or anatomical deformity. 

The same mechanism operates with the middle ear, where equilibrium is 
brought about va the Eustachian tube. Whereas, however, in the case of 
the sinuses, the mechanism is involuntary during both ascent and descent, 
in the case of the middle ear it is only involuntary during ascent; during 
descent an active part is played by the individual. The cartilaginous portion 
of the Eustachian tube is normally closed at rest and actively opened by 
yawning, swallowing or sneezing. It must be remembered that, except for 
the tympanic membrane, the middle-ear cavity is a rigid-walled structure 
which communicates with the exterior only through the Eustachian tube 


THE ROLE OF INFECTION 

Infections of the upper respiratory passages may affect the proper ventila- 
tion of the middle-ear cleft and sinuses. Since ventilation and adjustment of 
atmospheric pressure inside or outside these cavities depend upon a tube, 
duct or ostium, it becomes important that its lumen should at all times be 
unimpaired and unrestricted. Any changes in the mucosa of the nose or 
nasopharynx due to an acute or chronic infection may affect the lining of the 
Eustachian tube and middle ear or fronto-nasal duct and consequently in- 
fluence their lumen and patency. The presence and size of adenoid tissue 
near and around the pharyngeal ostium of the Eustachian tube and its re- 
action to infection will have a definite effect on the function of the tube 
This is particularly so if the lymphoid tissue involves the fossa of Rosen- 
miiller. 

Many observers have reported on the relation of upper respiratory in- 
fection and symptoms referable to the ear. Armstrong has published a 
diagram which suggests a correlation between the incidence of upper 
respiratory infection and the occurrence of pressure variation symptoms 
referable to the ear. We have noted that 16.6 per cent. of subjects complain- 
ing of a cold, and 17.5 per cent. of those with an acute upper respiratory 
infection, developed otitic barotrauma. In those who had not complained 
and had no acute nasopharyngitis the percentages were 6.7 and 5.7, respec- 
tively. It must be emphasized, however, that colds are not always an 


accompaniment of otitic or sinus barotrauma; to eliminate everyone who 
complains of a cold would achieve only a fractional lowering of the incidence, 
but it does remove this particular risk. 

The role of infection cannot be separated from that of lymphoid tissue in 
obstruction of the Eustachian tube. The lymphoid tissue may be within the 





UPPER RESPIRATORY INFECTION IN AIR TRAVEI OSI 


lumen of the tube. Whether this is a normal occurrence or is associated with 
previous or recent disease is open to question. ‘The important point is that 
such tissue does exist and consequently tubal obstruction may occur in any 
part of its length. Most commonly it occurs at the pharyngeal end, and when 
subject to inflammation it may be responsible for the onset of otitic baro 
trauma. 

Nasal allergy, obstruction, polyposis with underlying infection and 
sinusitis are also possible etiological factors of barotrauma, not only of the 
ears but of the accessory sinuses. Allergy is regarded by many to be a pre 
disposing factor, causing Eustachian obstruction by ceedema of the tubal 


mucosa. 


rYPES OF BAROTRAUMA 
Otitic barotrauma is an acute or chronic traumatic inflammation of the 
middle ear caused by pressure differential between the air in the tympani 
cavity and that of the surrounding atmosphere. It occurs commonly during 
the change of altitude in aeroplane flights and is characterized by pain 
tinnitus, vertigo and deafness. Sinus barotrauma, which may affect one or 
more of the nasal accessory sinuses (more commonly the frontal or maxillary) 
is also produced by a barometric pressure difference between the air or gas 
inside the sinus and that of the surrounding atmosphere. It is commonly 
characterized by congestion and inflammation of the lining structures. Pain 


over the area of the sinuses is usually present and mucosal or submucosal 


hzmorrhage may occur 


OTITIC BAROTRAUMA 


This may be unilateral or bilateral. In a group of 100 cases observed by us 


the predominant symptoms were: deafness alone in 31 cases, deafness and 


pain in 55, deafness and vertigo in three, deafness and tinnitus in five, and 
pain alone in six, Pain, the onset of which may be gradual or sudden, varie. 
from mild to unbearable. Generally, as already stated, it develops during 
descent. No matter how severe the pain may be, it is relieved by ventilation 
of the middle ear. ‘The severity of the pain is not always an indication of the 
objective findings. ‘The objective appearance of the tympanic membrane 
varies from slight retraction with injection of Shrapnell’s membrane and 
along the handle of the malleus, to haemorrhage in the middle ear with or 
without traumatic rupture of the drumhead. The hearing loss is usually of 
the conductive type and its duration depends upon the extent of the initial 
trauma and the extent of the secondary tissue damage. ‘This may take the 
form of mucosal cedema, submucosal hemorrhage, or effusion or hemor- 
rhage in the tympanic cavity. The appearances must be differentiated from 
those occurring in acute suppurative otitis media, acute secretory otitis 
media and myringitis bullosa hemorrhagica 

Prognosis is generally good provided treatment is adequate and is under- 
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taken at an early stage. Sufficient time must be allowed for complete recovery, 
which may take up to three weeks. In the meantime the patient must not 
be subjected to any further trauma as irreversible changes may take place 

Treatment is essentially the correction of any contributing etiological 
factor before the patient is subjected to any further pressure changes. Active 
therapy is directed towards the relief of pain and relief of tubal obstruction 
The sooner this is instituted *'+ sooner the cure is effected. ‘Traumatic 


ruptures must be treated expecta:.tly. Irrigation or drops should be avoided 


Sterile cotton-wool in the meatus is all that is necessary. Vasoconstriction, 
by the use of 0.5 to 1 per cent. ephedrine sulphate directed to the nose and 
nasopharynx and inhalations, is the treatment of choice and, where possible, 
re-ascent in an aircraft or pressure chamber followed by a slow rate of 
descent. When lymphoid tissue is suspected within the lumen of the 
Eustachian tube and in the absence of any other obvious contributory 
factor, we have treated such cases by deep x-ray therapy directed to the 
Eustachian tube. The totai dosage never exceeds 1400r and is spread ovet 
a fortnight. Full recovery from the radiological reaction, which may take up 
to six weeks after completion of the treatment, must take place before th« 
patient is subjected to any further pressure variations. 


SINUS BAROTRAUMA 

‘This must be differentiated from purulent or catarrhal sinusitis. In the 
severe cases the patient describes the onset of the pain as ‘a red-hot needle 
being pushed through the eye’ or being struck by ‘a sharp piece of metal’ 
{t must be borne in mind that sinus barotrauma can occur in a sinus which is 
already infected and thus alter the clinical picture. In the absence of a pre 
vious sinusitis x-rays disclosing opacity or a mucosal or submucosal hama 
toma are strongly indicative of barotrauma. 

Prognosis.—_Resolution takes place in a few hours to a few days, although 
absorption of a hematoma may take months. 

Treatment.—_-From the point of view of prophylaxis, those suffering from 
upper respiratory infection, nasal allergy, nasal obstruction and polypi 
should not be subjected to great barometric pressure changes until adequate 
nasal and sinus ventilation have been established. In developed cases som« 
form of vasoconstriction coupled with inhalations will bring about reliet 
Thereafter, correction of any predisposing cause must be undertaken 


CONCLUSION 
In conclusion, it is perhaps comforting to know that the pressurization o 
aircraft offers the best method for the prevention of many of these reaction 
to altitude or barometric pressure changes 
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By THOMAS ANDERSON, M.D., F.R.C.P.Ep., F.R.F.P.S 
Reader in Infectious Diseases, University of Glasgow and the John Brownlee 
Research Laboratory, Ruchill Hospital, Glasgow; Regional Consultant, West 

Re gional Board, Se otland 


“Wuy on earth include infectious mononucleosis in a symposium on uppet 
respiratory infections? Does this not tend to convey an entirely wrong idea 
of the disease—both as regards its nature and its frequency’? 

Up to a point, there is something to be said for such a view. But the fact 
is that a doctor diagnoses those conditions with which he is familiar, and the 
point is worth making that if the possibility of infectious mononucleosis 
were nearer the conscious level of his thoughts, the diagnosis would be made 
more often. For the infection is probably much more common than we 
think. Although the classical case is easily recognized, we still know very 
little about its natural behaviour in the community; and one of the reasons 
for this lack of knowledge probably lies in the fact that many examples of the 
condition mimic common upper respiratory infections and thus pass unrecog- 
nized. One of its commoner manifestations is in the form of an ‘acute throat’ 
and this alone is sufficient warrant for its inclusion in the present symposium 


ETIOLOGY AND PATHOGENESIS 
It seems likely that under the generic title of ‘glandular fever’ there can be 
included a variety of conditions, not all of which are even necessarily in- 
fections. For example, there is no doubt that drug sensitization can some- 
times produce a clinical and haematological picture indistinguishable from 
infectious mononucleosis. It may require the most painstaking clinical and 
laboratory examinations to make a precise diagnosis in these cases and one 
is sometimes left in the position of feeling certain that the cond.tion is of a 
sensitization character without being able to define its exact cause. 

Even when infectious causes are concerned, the clinical picture which can 
qualify for the general description of ‘glandular fever’ by no means carries 
a precise implication of a specific cause. Many infecting agents produce a 
febrile illness with vague non-specific symptoms, in which widespread 
glandular enlargement may become a striking feature; and in many of these 
a blood picture is produced which has the same broad characteristics. 

Thus, toxoplasmosis, measles, rubella, infective hepatitis and homologous 
serum hepatitis seem to constitute a group of diseases in which the host 


response to infection produces a clinical picture of such general similarity as 
to make differentiation of one from the other exceedingly difficult in some 
cases. For each, there is a canonical description of the infection which is 
easily recognized; but formes frustes are commonplace and in these, precise 
diagnosis often rests more upon the knowledge of association with an obvious 


case, than upon the presence of any specific signs or symptoms. 
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Experience would support the view that, prominent in this group of 
causes, is another virus agent which produces the classical infectious mono- 
nucleosis. Outbreaks of this infection more frequently contain a number of 
cases of ‘classical type’ in which the clinical picture is dominated by excessive 
glandular enlargement and by gross maldistribution of the leucocytes. 

Lack of knowledge of the precise etiological agent makes it dangerous to 
dogmatize upon the exact nature of the pathogenesis. There seems no doubt, 
however, that the glandular enlargement is but part of a generalized systemic 
reaction and that histological changes may be present throughout the body 
This suggests that the infection may have a similar course to that of some 
other systemic virus infections, the incubation period ending with the libera- 
tion of virus in quantities into the blood stream. This viremia may produce 
a vague, ‘toxic’, febrile illness, which in some cases settles down in a few 
days without further incident. Often, however, after a short latent period of 
apparent improvement, signs and symptoms reappear due to the effects of 
virus localization and proliferation in different organs. It is in this secondary 
stage that most cases are diagnosed. Further, in this very biphasic nature of 
the illness there often lies the clue which suggests that the condition undet 
observation is not a simple upper respiratory infection but part of a systemic 


upset 


CLINICAL PICTURE 
From what has been said, it will be clear that there is no standard set of 
signs or symptoms. In the majority of cases the patient will complain of 
general malaise, a feeling of tiredness, loss of appetite and vague pains, such 
as headache, pain behind the eyes, and in the muscles and bones. 

Three points deserve to be emphasized. First, one is often surprised by 
the unexpected appearance of an acutely inflamed throat in a patient who 
was apparently ‘on the mend’. The patient has perhaps been confined to 
bed for three or four days, out of contact with persons outside the immediate 
household when, for no apparent reason, the practitioner is recalled, to 
find the throat inflamed and exudative. Secondly, on inspection of the throat 
one will often note the presence of considerable superficial inflammation 
and exudate but be struck by the absence of any general faucial inflammation 
and accompanying edema. This is often explained by the normal microflora 
which is revealed on culture and suggests that the patient has succumbed to 
infection by his own commensals. In some cases, of course, the secondary 
infection is caused by virulent invaders, such as S. pyogenes, and in these 
patients the picture of inflammation is more intense. The third point is that 
the glandular enlargement is often exaggerated, when compared with the 
local appearance of the throat, and extends into the posterior triangle of the 
neck where it cannot be explained by drainage from the faucial lesion. 

In the appearance of the throat, then, one notes again the absence of any 


particular sign of diagnostic importance. In some outbreaks in relatively 
closed communities, the smears of the t..-oat have shown an abundance of 
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spirochetes and fusiform organisms so that the diagnosis of Vincent's 
angina has been made. Certainly, in small epidemics of Vincent’s angina 
the possibility that infectious mononucleosis is the precipitating factor 
should always be borne in mind and the appropriate tests be carried out. 

When such findings have aroused suspicion, confirmation may be obtained 
by noting the generalized character of the lymphatic glandular enlargement. 
The glands are soft, fleshy and discrete; measuring from one to two or three 
centimetres in diameter, they may be noted in the axilla, the groin, at the 
elbow or behind the knee. The enlargement is not always generalized and 
one group may be maximal. The spleen is enlarged and, in about one-half 
to two-thirds of cases, is palpable. The liver will be found to be slightly 
enlarged in about one-third of cases. A skin rash is not socommonas fever- 
hospital experience would suggest, for such patients form a rather selected 
group in which the rash has been a main cause of the patient’s admission. 

The rash is usually macular or maculopapular in character. ‘The elements 
are small (2 to 3 mm.), discrete, faint-pink in colour, and are most profuse 
on the back of the trunk and flanks. The elements of the rash do not tend to 
coalesce—as in measles—and the rash often lasts longer than is character- 
istic of the diseases it most resembles, namely, scarlet fever and rubella. 
Like the sore throat, the rash is often delayed in its appearance and once 


again this unusual timing may suggest the diagnosis. 


CONFIRMATION OF DIAGNOSIS 

In the majority of cases the distribution of the white blood cells is grossly 
distorted. ‘There is a relative and absolute increase of monocytes and lympho- 
cytes so that in some cases the mononuclear cells make up over ninety per 
cent. of the total. A cardinal feature is the high proportion of abnormal 
lymphocytes and monocytes. In the anginose form, a leucocytosis may be 
noted, but the white-cell count may be within normal limits—a surprising 
feature, considering the faucial inflammation. 

The Paul-Bunnell reaction measures the presence in the patient’s serum 
of heterophile antibody to sheep’s red cells. A good deal of controversy has 
surrounded this test in recent years. Much of this has arisen from the tacit 
assumption that the test is a ‘specific’ one. ‘The fact is that, until truly 


specific virus tests are available, there is no criterion against which the Paul- 
Bunnell reaction may be measured. At best, one may say that it separates 
off a group of cases in which the clinical picture and marked abnormality 


of the white-cell distribution is accompanied by a positive Paul-Bunnell 
test. ‘The time of appearance of a positive reaction, however, is variable: 
sometimes antibodies are found in high titre at the apparent onset of symp- 
toms, whilst on other occasions the test remains negative until well into 
convalescence. In some otherwise typical cases, the test remains negative 
throughout. A further difficulty is the titre which is to be regarded as 
‘diagnostic’. In a test which, in some cases, may reach titres of over 1 in 
1000, it is disappointing to encounter discussion as to whether I in 32 or 
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1 in 64 is to be regarded as significant. The difference of one or two tubes 
either way in a test carried out on different occasions with varying materials 
cannot be regarded as impressive. The application of the test, however, is 
always advised; the presence of a high titre of antibodies would support a 
diagnosis of classical infectious mononucleosis; the absence of antibodies in 
the presence of otherwise acceptable clinical and hematological evidence 
might suggest the use of the less specific title ‘glandular fever’. 

Most efficient laboratories now carry out a ‘complete’ Paul-Bunnell test, 
by which is meant the testing of the serum untreated and after absorption 
with ox cells and guinea-pig kidney. This is particularly important when 
the patient has received horse antiserum (as might be done if the immediate 
suspicion of diphtheria occasioned the administration of antitoxin). 


rREATMENT 

There is no specific treatment for infectious mononucleosis. In particular 
this statement refers to chloramphenicol and the tetracyclines which, on 
unsubstantial evidence, have been advised in various reports. ‘The disease is 
in fact most variable in its course and, when carefully controlled therapeutic 
trials have been made, there has been no evidence of beneficial effect 

In the anginose type, attention need only be paid to the most severe forms 
of faucial inflammation. Throat culture in such cases will sometimes show a 
heavy growth of pathogenic organisms and, in particular, of hemolytic 
streptococci. Penicillin will prove valuable in controlling this secondary 
bacterial infection. These are the only cases for which specific treatment is 
advised. 

CONVALESCENCE 
It should be more widely appreciated that there is often a prolonged period 
of lowered vitality after an attack of glandular fever. One explanation for this 
may lie in the fact that liver damage is not uncommon although its presence 
may only be apparent if liver function tests have been carried out. In some 
cases, months may elapse before the blood picture returns to normal. A 
rather slower convalescence is therefore advisable than with ordinary 
respiratory infection. 
SUMMARY 

Infectious mononucleosis is almost certainly a specific virus infection which 
produces signs and symptoms common to a group of conditions which may 
be generically entitled ‘glandular fever’. Although a systemic infection, the 
condition often presents as an upper respiratory infection and, in particular, 
as an ‘acute throat’. Clinical suspicion will be aroused by such factors as the 


biphasic character of the illness, the observation of lymphatic glandular en- 


largement, the enlargement of spleen or liver and the presence of a rash. 
Confirmation rests mainly upon finding the typical hematological picture, 
which may be further supported by the demonstration of heterophile anti- 
body in the blood serum. There is no specific treatment 





THE GLOMUS TUMOUR 


By E. S. J. KING, F.R.C.S., F.R.A.C.P., F.R.A.C.S 
Professor of Pathology, University of Melbourne 


For let our finger ache, and it indues 
Our other healthful members even to that sense 
Of pain’ Othello. Act II1, Se. iv 


\ GLOMUS tumour, as seen in its peripheral (and relatively common) form, is 
a nodule, usually subcutaneous in position and often exquisitely sensitive 
either to touch or pressure or to temperature changes. ‘The outstanding 
clinical feature is this extreme tenderness which is often accompanied by a 
radiating pain extending over a large area. This clinical syndrome may be 
due to several conditions but, when present in its typical form, is most 
often found to be due to a glomus tumour. 

The nodule is composed of numerous vessels, which range in size from 
small capillaries to large dilated blood spaces, in the walls of which there are 
characteristic ‘glomus’ cells; and between the vessels there are numerous 
nerve fibres. ‘The tumour thus has a complex organization. It is not a new 
growth, but a hyperplasia of tissue and should be regarded as a malformation 
or ‘hamartoma’ rather than a neoplasm. It should be appreciated that, 
although malformations occur most obviously and characteristically in 
prenatal life, since the tissues of the body never cease to grow, tissue 
aberrations, not inevitably progressive or destructive of adjacent structures, 
arise in postnatal and even in adult life. Simple removal of such nodules will 
cure a condition which, because of the severity of symptoms, ts often ot 
serious significance to the patient. 

Although the glomus tumour differs structurally in some respects from 
the glomus body, all parts of it are fundamentally similar so that the tumour 
can be regarded as a misshapen and grotesque, often monstrous, form of the 
glomus body 

rHE GLOMUS BODY 
I'he term ‘glomus’ has been applied to small and sometimes minute neuro- 


vascular aggregations in the form of histologically recognizable bodies 


, . ‘ . 
‘hese are sharply demarcated from the surrounding tissue although they 


do not necessarily have a distinct capsule. Instead of arterioles being con- 
nected to venules by capillaries, the communications are modified vessels 
known, in the peripheral examples, as Sucquet-Hoyer canals (Popoff, 1934) 
which vary considerably in size but, essentially, have special cells in their 
walls. These cells are related to smooth muscle cells but differ greatly from 
them in appearance; they are polyhedral in shape with an ovoid or round 
nucleus. Their form is well indicated by the earlier designations of ‘epithelial’ 
and ‘epithelioid’. In some places the vessels actually enter the trunks of 
nerves but, in any case, there is usually an extremely rich nerve supply 
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Because relatively large vessels join arterioles to venules these bodies, par- 


ticularly in peripheral areas, have been regarded as arteriovenous shunts. 


When the sizes of the afferent and efferent vessels to the bodies are con- 
sidered (and they are often quite small) it is apparent that any such mechan- 
ism cannot have significant effects on the blood supply of the adjacent 
tissues. 

Although there is still much to be discovered regarding the function of 
these bodies, the stimuli affecting them are, in general, chemical and thermal 
in nature (hence the term sometimes applied to them, ‘chernoreceptor 
organs’) and they produce their effects by way of nervous impulses which are 
widely transmitted. Glomus tissue in all the various parts of the body does 
not necessarily subserve precisely the same function but it is everywhere the 
same kind of function. 

According to whether these glomera are related to great vessels or large 
arteries on the one hand, or to peripheral structures of the body on the 
other, they may be divided into two main groups 

(a) The first group includes the carotid bodies and other similar structures 
such as the jugular, vagal, aortic, pulmonary and coccygeal bodies. We may 
take the carotid body as the prototype. ‘This is a small, though macroscopic- 
ally recognizable, body lying between the carotid arteries at the bifurcation 
of the common carotid artery. It has an arterial supply from the carotid 
vessels and a nerve supply from branches of the glossopharyngeal and 
sympathetic nerves. ‘The most important stimuli affecting it are diminution 
in oxygen tension, increase in carbon dioxide and alterations in pH. Stimula- 
tion of the cells of the carotid body results in changes in the respiratory 
centre and in other regulating mechanisms. The aortic body is affected by 
chemical changes in the aortic blood and the pulmonary bodies will be 
affected by changes in the pulmonary blood. 

Many tissues which we regard as localized to some specific region are, 
however, more diffuse and dispersed over a wide area. Some of the ductless 
glands are much more extensive in distribution than the gross macroscopic 
appearance of their main structure would suggest. Thyroid or parathyroid 
tissue may be seen in the thorax, and thymic tissue 1s often found in the neck 
Chromaffin tissue occurs not only in the medulla of the suprarenal glands 
but also scattered widely along the vertebral column. Similarly, glomus 
tissue occurs over a large area; microscopic nodules of this neurovascular 
tissue have been found in the jugular bulb, in the trunk and in the branches 
of the vagus nerve; almost certainly still further examples await discovery 

(b) At the other extreme are the small bodies present in the skin. These 
were first found at the tips of the extremities, especially in the fingers and, 
later, in other parts of the skin of the limbs; at this time they were thought to 
be confined to these regions. It has since been demonstrated that they may 
occur in the skin of the trunk and even in the head and neck 

Functionally these differ (as might be expected) from those near the great 
vessels in that the effects they produce are localized to the region where they 
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occur although, as a study of their tumours shows, the affected area is some- 
times large and may be one-haif that of the body. In normal circumstances, 
however, this widening of the zone of influence is unusual and, whilst the 
centrally situated bodies produce general systemic effects, the more peri 
pherally placed organs have a local influence on the degree and nature of the 
vascular supply of only adjacent tissues. The stimuli affecting them are tem 
perature alterations and, in the tumours, mechanical changes (touch and 
pressure); to what extent chemical stimuli (of the kind influencing the 
deeply situated glomus bodies) affect them is still not known 

The peripheral glomus bodies are not present at birth but develop in the 
first year of life (Popoff, 1934) and gradually increase in number, that is to 
say, some of them develop some time after birth. In old age they diminish 
in number again; changes taking place during adult life have not been 
adequately studied 

The factors which determine their development are unknown and the 
difference in number to be found in different individuals must, for the 
present, be accepted as an unexplained observation 

In addition to the subcutaneous bodies, others have been observed in 
deeper, peripheral structures and, gradually but consistently, new ones are 
being found. ‘The discovery of such minute bodies in the widespread tissues 
of the body is clearly a matter for extensive and patient investigation. It can 
be understood that much information will be obtained by examination and 
recording of examples of glomus tumour which, because of their charac 
teristic symptoms, attract the attention of first the patient and ultimately 
the practitioner and histologist to the site of a structure which otherwise 


might never have been suspected. 


GLOMUS TUMOURS 

These tumours are bizarre, localized overgrowths of the characteristi 
neurovascular tissue. ‘They may arise from pre-existing glomus bodies but, 
since these bodies themselves develop at various ages, at least in the early 
life of the individual, it is possible that some glomus tumours develop from 
what was previously non-glomerular tissue. At the same time the distribution 
of the tumours corresponds closely with that of the normal bodies, being 
found in two distinct groups corresponding to the centrally and peripherally 
occurring glomus bodies. Consequently, tumours occur, on the one hand, in 
the region of, and usually arising from and replacing, the known visceral 
glomus bodies and, on the other, in the more superficial tissues, pre- 
dominantly in the subcutaneous tissues and in the limbs 

In the first group are tumours of the carotid body, of the jugular, vagal, 
aortic and coccygeal bodies and the like. A steadily increasing number of 
examples of the known tumours as well as descriptions of new tumours has 


been appearing in the last few years. These all present special features 


peculiar to the various sites at which they develop and thus demand separate 


and special discussion. Furthermore, between these tumours and the pert- 
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pherally situated types there are a few occurring along intermediate-sized 


nerves and vessels. These more deeply situated tumours are referred to here 
to emphasize their relation to the general group; they will not be discussed 
further. Attention will be directed only to the peripheral form. 


PERIPHERAL GLOMUS TUMOURS 
‘The peripheral tumours occur usually in the subcutaneous tissues; although 
some have been described in bone, synovial tissue, other tissues adjacent 
to joints, and in muscle, the superficial nodules are of most importance, if 


only because of their relative frequency. 


CLINICAL FEATURES 
The general characters of these tumours have been described by several 
writers and the account of Lendrum and Mackey (1939) should be con- 
sulted by those specially interested in this condition. The condition is not 
common but several series of cases have been recorded; I have observed 35 


cases (table 1). A list of references is given in a recent paper (King, 1954) 


lL pper extremity 
Arm and forearm 
Hand and fingers 
Subungual 


Lower extremity 
Thigh 
Leg 
Subungual 


Crunk 
I ace and neck 
Mucous membran 


Muscle 


ABLE 1 Table to show the site of peripheral type glomus 
tumours in personal series. These include those presented 
i previous paper (King, 1954). Where multiple tumours were 
present (3 cases) the site of the majority of the nodules 


given 


SIGNS AND SYMPTOMS 
lhe outstanding feature of the condition is pain, as indicated by the name, 
given to it over 140 years ago by Wood (1812), of ‘painful subcutaneous 
tubercle’. ‘The pain varies in intensity, site and distribution but is usually 
severe and sometimes so great that the patient even demands amputation of 
portion of a limb. It may correspond in extent with the small nodule. It 
may be present continuously or occur in unexplained paroxysms but com- 
monly these are determined by touch or pressure or by sudden temperature 
changes. The patient is usually aware of the sensitive spot—the ‘trigger- 
point’ which he is at considerable trouble to protect even from slight 
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touch. The point is demonstrable by the pin-test: pressure with a pin neat 
the point produces no effect but on the spot induces the paroxysm. ‘This 1s 
necessary only when the nodule is minute. The pain is burning or lancinating 


in character, extreme in intensity and often lasts for periods of hours. It spreads 


to adjacent parts; this radiation does not correspond to a peripheral nerve 


distribution. It may involve a greater part or the whole of a limb, part of 
the trunk or even another limb, and in extreme cases even larger areas of 


the body are affected. 
Occasionally, pain is absent and this is obvious in some cases of multiple 


I Photograph of the finger 3. 2 Photograph of the toe of a 
of a female patient showing a female patient showing 
loured area under the nail jection of the nail 
slight discoloration 

area is artefact); this ‘ 
treme sociated with severe symptoms 
caused radiating pains up into Removal of the tumour resulted 
the hand and forearm \ in cure 
typical glomus tumour was reé 
moved, with relief of symptoms 


disco 
corresponding to a glomus 
tumour. The area was ex- 
ly tender to touch which 


tumours when perhaps only one is painful. Quite often the nodule 1s at 
first painless but gradually becomes tender to touch or pressure and then 
progressively becomes more sensitive until even light touch causes severe 
radiating pain 

Vascular changes are common. In the region of the nodule the tempera- 
ture of the limb may be different from that of the other side: either signifi- 
cantly warmer or colder. When the nodule is stimulated by pressure the 
attack of pain is sometimes associated with an alteration in the blood supply 
of the superficial tissues so that flushing in a greater or smaller area is 
obvious. The area of colour change often corresponds with the extent of pain 
radiation. The nodule itself sometimes becomes obviously engorged during 
attacks of pain. Occasionally, removal of the blood by gentle pressure is 





692 THE PRACTITIONER 


followed by relief from pain which returns as the vessels refill; this suggests 
that one stimulus to pain is distension of the vessels. 

Sweating occurs, either locally or over a considerable area of the limb, and 
is precipitated by pressure on the nodule. Other nervous disturbances may 
be found at a considerable distance from the nodule, their relation to the 
nodule being demonstrated by their disappearance after its removal. Various 


changes have been observed in the bones, muscles, joints and tendons, in 


Photograph of a _ subcutaneous ;. 4.—Low-power microphotograph 


nodule, in cross-section, from the the nodule shown in fig. 3. The 
trunk of a male patient. This was a localized character of the nodule, 
inch in diameter and which had been present for several 


little over 4 
histologically showed the character- years, is well seen ( 3) 


istic features. 


the form of osteoporosis or bone atrophy and comparable changes in 


adjacent structures. ‘These ‘trophic’ changes are probably determined by the 


vascular disturbances mentioned. 


GENERAL PATHOLOGICAL FEATURES 

The tumour occurs usually in the subcutaneous tissues and is found most 
often in the limbs. It is much more common in the upper than in the lower 
limb and develops more often in the distal part. A relatively common and 
easily recognizable type is the subungual glomus (see table). However, 
tumours have been found on various parts of the trunk, the face and neck 
and the penis. They vary considerably in size: some are quite tiny but it is 
not unusual for them to be about an inch in diameter; and one nearly two 
inches in diameter has been described (Jackson and Balkin, 1946). An ex- 
ample of an intermediate-sized nodule is given in fig. 3. When minute, the 
position will be recognized only by the site of the pain or the ‘trigger-point’. 

When in the subcutaneous tissue the nodule may be non-pigmented but 
is commonly a bluish, purplish or reddish colour, depending upon the 
degree of oxygenation of the blood flowing through it. As already mentioned, 
it may become engorged during an attack of pain. When it is subungual in 
position, although a discoloration may be observed through the nail (fig. 


o! 
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1, 2), the nodule may not be obvious. The nodules are often single but 
occasionally multiple examples are found and as many as go (Eyster and 
Montgomery, 1950) have been counted in one patient. Usually these are 
painless and, without histological examination, diagnosis is difficult; but 
when one or two of such nodules show the characteristic syndrome diagnosis 
iS easy. 

They occur most commonly in the second to fourth decades but may be 
found from the trst to eighth decades. The length of time that the nodule 
has been present varies greatly and often depends upon the nature of the 
symptoms associated with it. In modern times, if it is painless it may have 
been present over twenty years but usually, when pain occurs and especially 
if severe, the patient seeks attention early. They are usually much more 
common in males than females (Lendrum and Mackey, 1939; Gold, 1950; 
King, 1954). Although practically all cases occur sporadically, a group of 
four cases in one family has been recorded (Kaufman and Clark, 1941). 

The general course of the condition may be a gradual growth fora period, 
but usually, and commonly at an early stage, it becomes stationary and 


merely persists; a case has been recorded in which the condition has been 


present for forty years. 
Macroscopic appearances.—The 
tumour is sharply delimited from 
the surrounding structures (fig. 4). 
Sometimes there is a well-defined 
capsule but often such is not 
present. When the nodule occurs in 
special tissues there is atrophy of 
the specific tissue, for example, 
rarefaction of bone. In soft tissues 
it is usually round or ovoid but 
sometimes lobulated. Almost always 
they are single but occasionally a 
group occurs together producing a ® tS ee 
thickened and pigmented zone. Peccng cess ooh ol  aomail  h 


On cross-section it is homo- numerous masses of glomus cells in 
the neighbourhood. These have capil- 


re > — > > be vn > 
geneous in texture, often obviously laries running between the cell 


vascular and sometimes it is sub- groups (Xx 75) 

divided by fibrous septa. Spaces 

distended with blood may be prominent, usually where surrounding tissues 
are soft and elastic. Sometimes no excess blood or pigmentation is present 
and this is especially true of the subungual tumours. 

Histological appearances.—The nodules are composed essentially of 
numerous vessels which vary considerably in size and thickness (fig. 5). 
They are lined by an easily demonstrable endothelium; around this there 
is a layer, usually thin (fig. 6), of connective tissue and outside this there are 
‘glomus’ cells sometimes referred to as epithelioid. ‘These may be extremely 
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numerous (fig. 7). In the youngest vessels (usually found at the periphery 
of the nodule) the fibrous layer is very thin, but in older vessels (found in 
the a of the specimen) it may be ogo thick and hyaline (fig 
8, 9). The cells are polyhedral or round in shape, with pale, sometime: 
\ Bom ited, cytoplasm and the nuc'eus is round or ovoid and vesicular. ‘The 
cells are usually separate from each other and have a well-defined outline 
The cells are quite different from smooth muscle cells which sometimes are 
present in small numbers. 
DIAGNOSIS 

In the typical examples the clinical syndrome is so characteristic that the 
condition has merely to be thought of for the correct diagnosis to be made 
(Picard, 1931). At the same time it must be remembered that sometimes 
other tumours—angiomas, leiomyomas and even secondary tumours—may 
be very painful to the touch so that histological examination ts necessary to 
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Microphotograph showing a char- Fic. 7.—Microphotograph of part of 


icteristic aon in a glomus tumour glomus tumour showing the vessels 


The rounded latively large glomus and the characteristic ‘glomus’ cells 
ily recognized the walls: there is a double laver 


these in each vessel ( 75) 


substantiate the diagnosis. ‘The majority of nodules showing this clinical 
syndrome, however, are of glomus origin. ‘Thus the diagnosis must be con- 
sidered in two parts. ‘The clinical diagnosis merely depends upon recognition 
of the special syndrome; if this is considered then almost always a correct 
conclusion will be reached. The histological diagnosis is made on recog- 
nition of the characteristic cells in the walls of the vessels and is therefore 


independent of the clinical features. 


TREATMENT 
Simple removal is all that is required to cure the condition and produce an 
extremely grateful patient. Occasionally a ‘recurrence’ occurs from in- 
complete removal and occasionally more than one glomus is present in the 
area. This, however, is unusual and of course, if the second nodule produces 
symptoms, this does not constitute a true recurrence. The condition is 


in 
rf 
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innocent, so that a procedure disproportionately small in relation to the 


severity of the symptoms is sufficient 


SUMMARY 
he painful subcutaneous nodules known as glomus tumours present a 
characteristic clinical picture. They are uncommon but, despite this, should 
be recognized when seen. ‘They are easily diagnosed, being small, firm 


lerness 


nodules which usually are excruciatingly tender to touch and this ten¢ 
is often associated with radiating lancinating pain and sometimes with 
nervous and vascular disturbances extending over a variable area. ‘The 
examples under the nails, where a nodule is not usually recognizable 


attract attention because of the severity of symptoms 


~ 


if 


~ 


Ihe nodules are not true neoplasms 
their treatment 
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PSYCHOSOMATIC PHENOMENA 
By J. P. CRAWFORD, M.D., M.R.C.P., D.P.M 


‘Plato also testifieth suche a Sympathia to be betweene the bodye and the soule, 
that if either exceede the meane the one suffereth with the other’. 


John Jones, M.D., 1579 
Ir is bodily changes sometimes accompanying affective disorder which are 
most often classified as ‘psychosomatic’. Wright (1952), in outlining the 
physiology of the emotions, mentions the mixed autonomic effects to be 
seen in mood change and there can be little doubt that the psyche does at 
times affect the soma thus pathologically too. That the reverse is also true is 
less often stated, although Kennefick (1952) has put forward a plea for 
somatopsychic medicine. It has even been suggested that ‘psychosomatic’ 
may be an unnecessary term, but this might appear to be going too far, and 
it is the intention of this article to indicate another use for the word in 


classifying a different group of mental phenomena. 


SOMATOPSYCHIC EFFECTS 

In psychiatric work it is often difficult to exclude physical disease on the 
history alone. Some ‘functional’ symptoms are tndistinguishable from those 
accompanying ‘organic’ disease (Symonds, 1941) and, of course, the men- 
tally ill are also liable to physical illness (Marshall, 1949). The finding of 
abnormal signs on physical examination and investigation is the only means 
of establishing with certainty whether or not organic disease is present. In 
one series of patients seen in a psychiatric outpatient department (Crawford, 
1953), such conditions as pleural effusion, spasmodic torticollis, ankylosing 
spondylitis, pernicious anewmia, idiopathic steatorrhcea, mild persistent 
hypertension following toxemia of pregnancy, epilepsy, asthma, migraine, 
narcolepsy (with cataplexy and sleep paralysis), and granular proctitis came 
to light in this way. 

Once organic disease has been established the question as to whether it 
bears any relation to the mental disturbance arises. In my series anxiety or 
depression was undoubtedly secondary to the physical illness in some 
patients, and this mood change was relieved to a variable extent when it was 
realized that a condition had been found for which there might be some 
treatment. 

PSYCHOSOMATIC (PRESENT USAGE) 
In other patients in this series, physical disease was greatly influenced by the 
mental state which could be regarded as primary and as playing upon some 


‘innate functional anomaly’ (Lewis, 1950): e.g. asthma (Kauntze et ail., 
} 
i) 


1951), migraine or epilepsy. In some, in the absence of mental disorder suc 


an innate anomaly might never have come to light, and these instances can 
perhaps in a sense therefore be regarded as psychosomatic illnesses. 
Whether an innate anomaly might have remained hidden in different 


December 1954. Vol. 173 (696) 
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circumstances, however, may not often be easy to establish, and the number 
of instances in which a coincidence occurs in the onset of such mental and 
physical illness might be insufficient to allow one to infer a causal relation- 
ship or to warrant a separate nomenclature. Even a coincidental onset 
together late in life does not of course necessarily mean a causal relationship, 
although in some cases it makes it more likely. It is possible, for example in 
old people, to attribute the mental changes of dementia to observed vascular 
disease or to senility when they may in fact be due to cerebral tumour 
(Allison, 1952). Although this arises from the increasing probability that 
senile and arteriosclerotic changes are responsible for disease as the age of 
the patient increases, this is not the same, of course, as saying that less care 
need be taken. Even episodes of mental disturbance due to these changes are 
not necessarily continuously progressive and may be temporarily reversible 
The acuteness of onset which admission to an observation ward can in fact 
indicate, carries, even in some of the elderly for an appreciable time, its 
usually good psychiatric prognosis, as Post (1951) has also shown 
Sometimes it is difficult to dissociate cause from effect rather than from 
such coincidence in psychiatric work, as demonstrated in a series of in- 
patients by blood pressure readings taken on routine physical examination 


On admission to hospital many of these patients with affective disorder exhibited 
blood pressures raised as a result of their emotional disturbance. In some patients 
these pressures were still raised on transfer from the ward, but whether this hyper- 
tension was unaccompanied by structural changes and therefore transient would 
only have become apparent upon the patients’ ultimate full recovery from emotional 
disorder. In certain groups, however, where hypertension almost invariably accom- 
panied arteriosclerosis and cerebral thrombosis (sometimes complicated by episodes 
of left ventricular failure) this raised pressure could presumably be considered 
permanent and essentially a condition to which mental symptoms were secondary 


INTERACTION 
In many instances the interaction between physical and mental disorder 


precludes an absolute division into psychosomatic (present usage) and 
somatopsychic. The patients just mentioned who exhibited hypertension 


were often Cases in point 
Table 1 (p. 701) shows the main clinical condition encountered in each 
patient of this group. Apart from these, many other physical disorders 


were found 

Thus, in a few depressed patients arteriosclerosis was present and in certain 
individuals this condition accompanied diabetes mellitus, or bilateral cataract or the 
incidental finding of a positive blood Wassermann reaction. Others in the same 
group displayed chronic bronchitis with asthma, cholecystitis and gall-stones 
epilepsy, phthisis, aspirin poisoning, post-encephalitic Parkinsonism, tuberculous 
empyema, nutritional neuropathy and, in one instance, x-ray burns to which de- 
pression was secondary. The manic group included a patient with epilepsy and 
another with hypertension and cardiac enlargement. Acute bronchitis, broncho 
pneumonia and phthisis were found separately in certain schizophrenic patients 
One mentally defective patient was delirious with severe acute thrombophlebitis 
from which he died, and incidental neoplastic disease of the viscera, accompanying 
cystitis, or broncho-pneumonia, was encountered in a proportion of the aged or 
elderly, being in some the cause of death although this was most commonly due to 
cardiovascular disease. In all, there were 23 deaths in this series 
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One patient with syphilis of the central nervous system provided an 
unusually interesting example of interaction between mind and body. It 
was difficult to be sure how much disease of the soma directly affected the 
psyche in this patient, and how much previous personality traits (Whelen 
and Bree, 1954) possibly associated with the sex incidence of syphilis of the 
nervous system were to blame 


\ stoker on a well-known express, aged 26, was admitted to an observation ward 
at the end of one of his runs because he had no recollection of having successfully 
stoked his engine all the way to its terminus. On admission he was deeply depressed 
and convinced, as many depressed patients are, that he was suffering from venereal 
infection. This was considered to be a delusion in his case until the unexpected 
positive blood and C.S.F. results were available. Amnesia, such as his for his journe; 
is not unknown as an hysterical feature accompanying depression, and in this par 
ticular patient the motivation might have been a desire to avoid facing the question 
of marriage which was in his mind at the time. C.S.F. examination had been re 
sorted to because one pupil, which was larger than the other, did not sustain the light 
retlex well, and because clinically the patient showed unusual attacks of shivering 


‘There were no other abnormal physical signs. His primary infection at the age of 17 
had been inadequately treated, but prompt measures on this occasion resulted 


virtually, in a cure 

‘The patient with disseminated sclerosis who exhibited the labile mood 
often accompanying this illness provided another example of interaction, as 
did the patients with cerebral vascular disease who presented with disordet 


of affect rather than with intellectual deterioration or with dysphasia 


‘ORGANIC’ AND ‘FUNCTIONAI 

The artificial distinction which exists between ‘organic’ and ‘functional’ 
disorder is relevant to any discussion of the primacy of the psyche or of the 
soma in the production of disease. ‘Functional’ does not mean imaginary nor 
does it necessarily imply disorder due to external psychological stresses only 
It merely indicates a disturbance possibly too fine or too complex yet to be 
described in terms of structure or of physical change. As Lewis (1950) 
writes, ‘a biological foundation may be assumed for the syndromes with 
which psychiatry works’. 

Lewis also writes ‘. . . in psychiatry . . . syndromes are frequently com- 
bined’, but this may or may not imply a causal relationship between them 
In the present series hysteria accompanied depression in the patient whose 
dementia was attributable to cerebra! tnjury, as it did also in others in whom, 
however, there was no evidence of ‘organic’ disease. Similarly, the most 


common reason for the admission of patients with mental deficiency was a 


Supperaaded schizophrenic episode, and in patients with hysterica eT- 
Py ided scl pl | 1 1 patient th hyst ly 


sonality it was depression 


PHYSICAL ENVIRONMENT 
\ possible use for the term psychosomatic might be found in classifying 
bodily injury arising as a result of mental disorder, e.g., in the accident- 
prone. ‘hus, there were old people in this series who lived alone, and in 
these circumstances undertook too much and then suffered such mis- 
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adventures as sustaining a fracture of the neck of the femur; and other 
patients with depression, insufficiently recognized until shortly before ad- 
mission, who had had an inadequate diet for months due to their general lack 
of interest and to their anorexia (a good reason incidentally for making 
meals especially palatable for psychiatric patients). Although frankly recog 
nizable clinical vitamin deficiency was rare in this observation ward series, 
it was interesting to see what improvement appeared to accrue even in the 


mental state in certain patients, from attention to their nutrition 


\ tram driver with cerebral tumour provided an unusual example. Original 
found by the Sanitary Inspector who had been called in by ighbours on account of 


the smell, he was seated in his chair at home dazed and incontinent, surrounded b 


half-eaten scraps of food. Adequate diet with added vitamins appeared to improv: 
his alertness and also to bring him into a general condition fit for operation 
I‘hus, the mental » can be further affected pl llv | i 
1us, the mental state can be further affected physically Dy the environ= 


ment which it can no longer manage (‘psychosomatic’) and, as indicated, a 


vicious circle of interaction may be set up. Welbourn, Hughes and Wells 


(1951) describe nutritional deficiencies following partial gastrectomy, an 
operation which may have been undertaken in some patients for a condition 
(peptic ulcer) originally in part dependent upon emotional factors, and such 
nutritional deficiencies can then produce further mental disorder (Spillane 

and Scott, 1945). | have also formed the opinion that to give barbiturates to 
patients who may be deficient in vitamins might make matters even wors« 

at least until their depleted nutritional reserves had been somewhat restored, 
lhis opinion is based partly on the observation that such drugs interfere 
further with oxidation processes dependent upon the enzyme activities of 
the vitamin B group (Quastel, 1939), partly on the evidence one depressed 
patient seemed to provide 


He had without doubt been underfeedings 
from loss of weight, exhibited as his only ab 
tachycardia wi i pulse of weak volume. He 


therapeutic do f ‘sodium amytal 


SOCIAL AND PSYCHOLOGICAL ENVIRONMENT 
Che elderly can also suffer from undernourishment for economic reasons 
and then develop further mental phenomena which, however, appear to 
respond to treatment (Fuld and Robinson, 1953) 

Under psychological aspects of environment are grouped such happen 
ings, which affect a person through the senses, i.e., without direct injury to 
the tissues in the ordinary way. The distinction from physical is again of 
course artificial, since we become aware of our surroundings by agencies 
which are now physically recognizable, e.g. light rays and sound waves 
yet the distinction is useful for practical ends 


\ patient, in the confusion sometimes accompanying recovery from ; 
operation, thought she had become involved in some Russian plot, and during 
postoperative rehabilitation it was noticed that the picture facing her on the wall of 


her room depicted a building in outline not unlike the Kremlin 


rhis kind of interplay occurred often in the mental observation ward 
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series of patients and, in so far as the brain is part of the soma, might be 
regarded as psychosomatic. 

A well-educated man, admitted to the observation ward in his third episode of 
excited confusion, provided an unusual example. Personal secretary to the head of a 
State, he claimed secret knowledge that the hydrogen bomb was made of sperma 
tozoa compressed in graphite. Hyd (hide), ro (roe), gen (genitalia, generation or 
R.A.F. slang possibly), and ‘compressed in graphite’ probably from the initial 
letters of the syllables reversed, i.e. GRH, illustrating how the content of psychoti 
thought keeps pace with the times as well as with the background of the patient 


When ‘organic’ disease is not important in the etiology, or at first 


apparently absent as in the stoker already described, the difficulties of 


establishing psychological environmental factors in the causation of such 
illnesses arise mainly when evaluating the patient’s history (Atkin, 1953) 


\ middle-aged actor, apparently depressed over suspicions as to the fidelity 
while he was on tour, of his much younger wife to whom he was deeply attached, 
was admitted at his wife’s instigation as a suicidal risk. The wife who appeared to 
dominate her husband seemed, superficially at least, to be cool and collected. None 
the less, several small points disclosed by the patient, such as that his wife put on 
special underwear to go shopping, remained unexplained. Her controlled manner 
could, of course, have been the result of having had to deal with a mentally sick 
person for some time and it may well have been that there was no infidelity on het 
part; she certainly did not admit to any, and that she merely obtained pleasure from 
good clothes whether these were visible or not, a point which her older husband 
may not have appreciated. Such uncertainties of course cannot always be settled for 
a patient but, satisfied that his point of view could be appreciated, the patient in this 
instance ceased to be actively suicidal, and became better able to assess the situation 
for himself. How much the mood change was primary, and the thought content 
secondary, was not established in this patient before he was transferred voluntaril\ 


elsewhere. 
In the great majority of such instances, however, both innate and 
environmental factors are at work (Lewis, 1934). 


A middle-aged man who was admitted to the observation ward on account of his 
recent drinking and rather é¢xpansive and uncontrollable behaviour provides a 
complex example. On admission, he managed to control himself sufficiently t 
present a good front for a while, and explained that he was celebrating having re« 
cently inherited {£50,000 from the £150,000 will on the death of a manufacturer 
Relatively innocent alcoholic celebration resulting in admission to an observation 
ward in this way has been known, and the patient’s family were convinced of the 
truth of his claim. The manufacturer’s death and the total sum left proved to be 
fact, and the patient produced a telegram purporting to be from solicitors asking 
him to attend probate. An attempt was made to check his statement but, possibly 
through some fault in the technique of the inquiry, this was not successful. The 
sudden disappearance of the telegram, however, and the patient’s diminished 
interest on hearing of our investigations, together with the arrival of the report on 
the cerebrospinal fluid led to his transfer for treatment of his general paralysis of 


the insane. There had been no unequivocally abnormal physical signs 


PSYCHOSOMATIC (SUGGESTED USAGE) 
In such disturbed patients as those in the present series, when there is also 
the possibility that somatic disease may be present, more reliance must often 
be placed on objective physical findings than on the patient’s description 
of his sensations although, as with mental symptoms, it is a mistake not to 


listen closely to what the patient has to say. 
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hus, one man, transferred to the observation ward in a depressed, hypo 


chondriacal, suicidal state, with multiple pains including one in the epigastrium, had 
a peptic ulcer reasonably regarded by the hospital from which he was admitted as 
being in a satisfactory state of healing if not actually healed. This ulcer was not 


1 


further investigated in the observetion ward, but medical treatment simply con 


tinued. Much of his epigastric pain had also been attributed to osteoarthriti 
lipping of the vertebral bodies relevant to the segmental nerve supply to the epigas- 
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laBLB 1.—Showing the main clinical condition encountered in each patient in a consecutiv: 
series managed by the author over a period of six months, in an observation ward 
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trium. Routine charts kept during the patient’s stay revealed a slow but progressive 
rise in pulse rate, although not to a degree sufficient to attract notice, in view of his 
emotional disorder. Severe haemorrhage, however, occurred during his journey to 
the mental hospital to which he had agreed to go as a voluntary patient and he 
arrived there in a state requiring blood transfusion 

Lewis (1950) refers to ‘. . . disorders of the mind. . . that is, of the human 
function which comprehends and sums up all other functions of the 
organism . ’ In view of the relationship between symptoms of somatic 
disease and the mental state, implicit in both this statement and the ex- 
ample just described, it is suggested that use of the term ‘psychosomatic’ 
might be confined to symptoms (ke., perceptions of disease as described by 
a patient) when these are distorted by the patient’s mental state. 


An elderly woman, admitted to another observation ward, possibly provides a 
good illustration. She maintained that a priest was shining lights from his abdomen 
on to her genitalia, whereas on physical examination advanced carcinoma of th« 
vagina was discovered 

CONCLUSION 


It is particularly difficult in psychiatric work to keep clear the distinction, 
so necessary to rational management, between cause, effect and coincidence, 
especially when it is a matter of distinguishing psychological from somati 
causation. In the present arrangement of phenomena the term ‘psycho- 
somatic’ is considered best confined to patients’ morbidly distorted descrip 
tions of their physical symptoms. How effective rational psychological 
management based on this sort of approach may be, ts perhaps evident from 
the fact that, without the use of physical ‘psychiatric’ treatments, 25 of the 
248 severely disturbed patients represented in table 1 were discharged in a 
matter of days, 14 were returned to general wards and 87 transferred as 
voluntary patients in a similar period of time. Only 55 had to be ‘placed 
under certificate’, although this was partly due to the fact that there were 


special facilities which made this unnecessary in patients whose disability 


was largely a manifestation‘of their advanced years. 
I am indebted to Dr. M. E. F. Sanders for her comments on mental observation 
wards and on the statistics 
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TREATMENT OF MALE SUBFERTILITY 
TESTICULAR TEMPERATURE AND VARICOCELES 


By H. A. DAVIDSON, M.R.C.S., L.R.C.P 


Seminologist, Royal Northern Hospital, London, 
Director of Laboratories, Family Planning Assoctation 


Ir is a well-established fact that in many mammals, as well as in man, the 
temperature level of the testes is maintained below that of the rest of the 
body. This difference may amount to as much as 8 C., as in the rat, and in 
man it is reported to average 2.2° C. (Badenoch, 1935). An elaborate mecha- 
nism maintains this lower temperature level. ‘The testes are placed in the 
scrotum outside the body cavity, and the muscles of the scrotum, the dartos 
and of the spermatic cord, the cremaster, respond to testicular temperature 
changes by contraction and relaxation. ‘Thus, if the temperature of the testes 
approaches too closely to that of the body these muscles relax, the testes 
move away from the radiations of the body, and an increased skin surface 
encourages heat loss by radiation and evaporation. Conversely, cooling of the 
testes produces contraction of the musculature bringing the testes closer to 
the body and forming a thicker covering of skin. Furthermore, the arrange 
ment of the testicular artery allows ‘pre-cooling’ of the blood supplied to the 
testes (Harrison, 1952) 

In the middle ’twenties and the following decade a considerable amount 
of animal experimental work was published demonstrating the thermo- 
regulatory function of the scrotum and showing that interference with this 
caused testicular degeneration and impaired fertility (Moore, 1924; Moore 
and Quick, 1924) 

Phillips and McKenzie (1934), in their ingenious experiment on rams, were abl 
to prove that heat insulation of the scrotum which raised testicular temperature b 
about 2 C. caused severe degenerative changes in the testes. After periods 
insulation exceeding two weeks no spermatozoa were found in the seminiferous 
tubules, and semen collected during the period of insulation showed a rapid decreas« 


in sperm output and an increasing percentage of morphologically abnormal sperma 
tozoa. ‘These changes appeared as early as two weeks after the beginning of the 


Ssorme 


experiment, and the follow-up suggested that recovery was possible thoug! 
permanent damage might remain 


TESTICULAR TEMPERATURE AND FERTILITY 
‘These findings drew attention to their possible application in the field of 
human fertility. Many men repeat upon themselves Phillips’ and McKenzie’s 
experiment by wearing suspensory bandages or a supporting type of 


underwear. These fulfil both the conditions of abolishing movements of the 


testes, keeping them close to the body, and of preventing heat loss by 


insulation. Thus, it was not surprising to see recovery in several cases of 
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‘intractable’ oligozoospermia, 1.e., oligozoospermia which had not responded 
to endocrine or dietetic treatment, soon after abandoning this type of 
underwear. The findings in three illustrative cases are summarized in table 1 
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f testicular temperature on fertility 


‘These men had failed to produce pregnancies over periods of 14 to 4 years 
History and examination showed nothing relevant but they had been 
wearing supports for several years. No other treatment was prescribed than 
abandoning their supports, and twice-daily cold sponging of the scrotum 
Such cases are by no means uncommon, and attention to this detail will 


undoubtedly produce practical results and save a good deal of lengthy, 


expensive and fruitless experimentation with hormones and vitamins. Not 
every man who wears a support, of course, is subfertile and much depends 
upon the type of support worn, the material of which it is made, the manner 
in which it is worn, and probably also upon individual differences in 
susceptibility to temperature disturbances 
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VARICOCELE AND SUBFERTILITY 

In searching for causes of increased testicular temperature less subject to 
external factors varicoceles appeared to demand attention next. ‘This 
condition is liable to disturb testicular function in three ways: (1) It may 
interfere with local circulation, like varicose veins in any other part of the 
body. (2) A varicocele can be compared to a radiator at blood heat. Its close 
proximity to the testes will tend to raise the temperature of the scrotal 
compartment, and movements of the testes cannot counteract this since the 
varicocele follows them. (3) Many men suffering from varicoceles wear a 
scrotal support which keeps the testes close to the body and conserves heat. 
It is interesting to observe that men suffering from this condition often have 
a lax thin-walled scrotum which allows the testes to hang so low as to cause 
inconvenience and embarrassment. This suggests an excessive response of 
the thermoregulatory musculature to constant stimuli from the overheated 
testes. ‘The weight of the varicocele alone could not account for this pheno- 
menon; for many men with large testes exceeding the combined weight 
of testes and varicocele in these cases have a perfectly normal scrotum 

The literature contains scattered references to varicocele operations 
performed in an attempt to treat subfertile men. The results reported vary 
e.g., Hotchkiss (1945) doubts whether surgical correction of a varicocele 
is of curative value and regards it as unlikely to have ‘other than cosmetic 
value in longstanding cases with small soft testes’. ‘Tulloch (1952), on the 
other hand, reports a case of azoospermia in which a sperm count of 27 
million was obtained after excision of a bilateral varicocele. Other publica- 
tions, and personal communications, give equally conflicting impressions 
Generally speaking, if a method of treatment yields conflicting results one 
may suspect that only some aspects of the problem have been considered 


whereas others have been left to chance. This would seem to apply in the 


present instance. Mostly, these operations have been performed on the 
assumption that the circulatory disturbance was at the root of the testicular 


defect and that after its correction all should be well. Little or no attention 
was paid to the thermoregulatory aspect, and one gathers that no special 
measures were taken in this respect. Since many men with a varicocele large 
enough to attract the surgeon’s attention wear a scrotal support and will 
continue its use after operation a substantial incidence of failures should not 
Surprise us. 
METHOD OF INVESTIGATION 

Before proceeding to discuss my cases I should like to mention the routine 
followed in their supervision. Every patient had at least two semen tests, 
spaced by not less than a month, before operation was considered. ‘The 
purpose of this was to exclude any temporary disturbance of fertility which 
might clear up spontaneously. For the same reason, any patient whe had a 
rise in temperature within three months before the first test was kept under 
preliminary supervision for a further three months. The use of a support 
was forbidden before and after operation except for a brief period of con- 
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valescence. Finally, every patient was instructed to immerse his scrotum in 
cold water twice daily during the preoperative survey, and to continue after 
operation. No other treatment was given for at least three months before 
operation, and none after, except in case 1. Details of seminological technique 
were those first described by Harvey and Jackson (1945). 

The group to be discussed comprises 12 men with unilateral varicoceles, 
suffering from oligozoospermia. Admittedly, the number is small, but the 
fact that they are consecutive cases, with no defaulters, and that 11 of them 
showed distinct improvement would seem to justify a preliminary publica- 
tion at this stage. Eventually I hope to publish a series large enough to allow 
a more accurate evaluation of the results. ‘The sperm counts ranged from 
24 to 11 million ml. in nine cases and from 24 to 26 million ml. in three 
Most of them showed one or several of the other characteristics I have 
learned to associate with faulty thermoregulation; i.e., an increased semen 
volume, impaired morphology and motility, and an excess of desquamated 


precursors of spermatozoa. Six cases (1, 2, 4, 5, 9, 11) were long-standing 


cases of ‘intractable’ oligozoospermia whom I myself and others had failed to 


improve with hormones, vitamins, and other forms of treatment. In fact, 
they had been given up as hopeless, and the varicocele operation was under- 
taken as a last resort. 

RESULTS 
Density.—Table 2 shows the highest sperm output of any test before 
operation, and the last test after operation. 

It will be seen that the three cases of moderate oligozoospermia all 
reached normal density figures efter operation. Four cases of marked 
oligozoospermia also produced counts within normal limits (40 million per 
ml, or over) and four others showed an increase above 20 million ml. Only 
one, case 7, failed to improve. This case is of special interest since four 
months after operation he was found to have a substantial residual varicocele. 
He has been re-operated on recently but it is too early to assess the result* 
It is interesting to note that the increase in sperm output did not show itself 
until three to four months after operation. In most cases counts taken six 
weeks after operation showed a distinct initial depression. ‘This was to be 
expected since any rise in body temperature, including postcperative 
pyrexia, is likely to cause temporary oligozoospermia. ‘This generally reaches 
its maximum four to six weeks after the event, and a similar time interval may 
be needed for recovery (McLeod and Hotchkiss, 1941) 

Volume.—Six cases showed semen volumes of over 3.5 ml. before opera- 
tion, and in cases 1, 2 and 4 a range of 7 to g ml. seemed to be habitual 
This feature was not materially influenced by removal of the varicocele, but 
I] should expect a prolonged follow-up to show a reduction in volume with a 


corresponding increase in sperm density. 





*Since submitting this paper for publication Case 7 has returned after his second 
varicocele operation. The sperm count is now 23 million/ml., with a total ejaculate 
of 112 million 
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Morphology.— Before operation, seven cases showed habitually less than 
the 60 to 65 per cent. normal spermatozoa which is accepted as the lower 
range compatible with normal fertility. Four of these came within normal 
limits after operation and all but two of the group showed some improve- 
ment. For the present I suspect that the improvement in morphology may 


not always follow upon the increased sperm output 


Votility.—_All but one case showed better sperm motility after operation 
4 


Testicular biopsies In four cases testicular biopsies were taken either 
before or at the time of operation. The sections show the picture mentioned 
in Tulloch’s case (1952): i.e., failure of maturation of spermatozoa. ‘The 
seminiferous tubules show a higher degree of activity than would be expected 
from the semen picture but this almost ceases at the secondary spermatocyte 


ly few spermatozoa and spermatids are seen. In 


level, and comparative 
every case there are masses of desquamated pre-spermatozoal cells in the 


lumen of the tubules 


ABLE 2 Highest sperm output before and ; 


Pregnancies Five cases (3, 5, 9, 10 and 11) produced pregnancies within 
six months of operation, without any treatment for their wives, followed by 
normal deliveries at full term. In three other cases we know that no concep- 
tion has taken place, and of the others nothing more has been heard. All 
these men had failed to produce conception over periods varying from two 


to SIX years 
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DISCUSSION 

Not all men suffering from varicoceles are subfertile, of course, and there 
may be several explanations for this; for instance, a man who is gifted with 
exceptionally good fertility may suffer a considerable reduction of his sperm 
output without becoming subfertile. Other factors, such as the degree of 
descent of the testes, a sedentary occupation, clothing and climatic condition 
may also affect the picture. On the other hand, the semen picture I have 
learned to associate with the presence of a varicocele has taken such definite 
outlines that it has been possible to predict its presence in several instances 
before physical examination. Therefore, whenever a semen test shows a 
relatively large volume, a sperm density of less than 20 million per ml 
(usually between 5 and 12 million) and there is no relevant past history, 
we should think of a varicocele before looking further. 

There are grounds for hoping that the approach underlying these findings 
may help towards clarifying the whole problem of treatment in the sub- 
fertile male. Already we find ourselves less likely to use random hormonal 
and vitamin therapy in the cases falling within this group. By eliminating a 
group of subfertile men who show no endocrine or dietary deficiency I believe 
we shall come nearer to recognizing the cases in which such deficiencies do 
in fact exist. 

SUMMARY 
The effect of increased testicular temperature has been discussed, and the 
potential danger of scrotal supports to fertility. ‘Three cases of oligozoo- 


spermia illustrating recovery after abandoning such supports are described 


Varicoceles also raise the temperature of the scrotal compartment, and 
have been considered as potential causes of oligozoospermia. 

Of 12 cases of oligozoospermia, 11 showed significantly increased sperm 
output within four months of varicocele excision, seven reaching ‘normal’ 
sperm density. Improvement of motility and morphology also followed but 
was less constant. 

The wives of five of these men conceived, without further treatment to 


either partner. 


Acknowledgements and thanks are due to Mr. Howard G. Hanley who operated 
on all but one case in this series, and without whose surgical skill and cooperation 
this work would not have been possible. 
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MINOR HAZARDS 
OF LONDON MOTORING 


By ‘PETER GURNEY’ 


Tue London doctor spends a considerable part of his working life in trans- 
ferring himself from here to there through streets beset with perils. | myself 
cover about 18,000 miles in a year, most of it within a six-mile radius of 
Charing Cross. In this area the traffic is almost entirely mechanized, dense 
and sometimes swift, but for the most part orderly. ‘There are few reckless 
drivers, apart from those escaping from a police car, and the dangerous ones 
are the timorous and the hesitant. The hazards of London motoring are not 
so much to life and limb as to paint and pocket. 


HAZARDS OF PARKING 
Minor damage in London is inevitable and the doctor who would keep his 
car smart, or at any rate presentable, must spend quite a large sum yearly in 
the straightening out of dents and the touching up of gashes. ‘The damage is 
seldom done in driving, but nearly always in parking places, and the newer 
cars with their one-piece shells of paper-thin steel are far more vulnerable 
than the old-fashioned ones with real mudgards. An agreement between 
manufacturers to standardize the height of bumpers is urgently needed. ‘The 
only precaution the doctor can take is to avoid parking next to a car with 


dented mudguards, but he seldom has the choice. 


CAR THIEVES 
Car thieves fall into three classes. The expert has made a profession of 
stealing cars for profit. He confines his attention to new cars: either those of 
an expensive make or those for which there is a waiting list. He has ready 
an organization for rapidly changing the appearance and altering the serial 
numbers on the chassis and engine of a stolen car, and he sells it or passes 
it to the next group in the disposal chain within forty-eight hours. ‘The 


expert car thief, like the expert burglar, makes his preparations beforehand 


He selects a particular car. He studies the owner’s habits, and he knows 
whether he takes precautions to avoid theft. He has keys to fit the door and the 
ignition and, if there are no snags, he unlocks the car and drives it off at a 
time when the owner will not return for some time and no-one else is on 
watch. If it is protected by some thief-proof device, he pushes it into some 
quiet alley, or tows it to a hide-out where he can study it at leisure. 

The occasional thief steels a car for a joy ride, to get home to the suburbs 
after the buses have gone off, or to commit a burglary. He intends to 
abandon it when it runs out of petrol, or when the job is done. He has a 
complete set of door and ignition keys for all the well-known makes, but he 
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picks his car on the spur of the moment, and seldom knows how long he 
has for the job. Having picked the lock and switched on, he very soon gets 
worried if the engine will not start. He fears that the whirr of the starter 
may be attracting attention and as soon as the batteries show signs of 
flagging he jumps out and makes off. 

The accessories thief is sometimes a mischievous small boy, but usually 
an older gangster who has no interest in the car, but merely in its contents. 
The small boy will often rifle the pockets to remove articles of no value, 
such as maps and instruction manuals, but the habitual thief is usually after 
suit-cases, coats or parcels that he can see through the windows. 

There is no safeguard against the professional car thief except the 
possession of an old and disreputable car. Many doctors are so protected 
There is no protection against the accessories thief except to leave nothing 
of value visible from the outside. To lock the doors of a car in London is 
foolish and antisocial. It is foolish, because the bag-snatcher carries a short 
length of gas-piping up his sleeve, with which if he finds a door locked, he 
either smashes the lock or breaks the window. It costs much more and takes 
much longer to repair a lock or a window than to replace a few maps and a 
duster. Car locking in London is antisocial, because a car with the brakes on 
and the doors locked may easily become an obstruction that cannot be moved 
without violence or damage. 

Protection against the occasional car thief is easily attained by the fitting 
of a secret ignition switch—a job that any garage can carry out. ‘The switch 
should leave the main current undisturbed, so that when the thief switches 
on, the instrument panel lights up, the red tell-tale glows and the gauge 
shows that there is petrol in the tank. The car will not start, but the reason 
is not obvious, and there is no time to investigate. ‘The thief makes off, and 
the doctor realizes when he picks up the car some hours later and finds the 
batteries unaccountably flat, that someone has been trying to steal his car 


THE CONFIDENCE TRICKSTER 

lhe London motorist, most of all the London doctor because he looks kind 
and tries to look affluent, is a frequent victim of the confidence trickster 

There is a fat boy (he was a boy when he first took me in, but he is now 
about thirty) who works a very simple little trick that can bring in not more 
than a few pence on each occasion but, since he repeats it several times an 
hour, must be worth several pounds a day to him. He stands at crossings in 
busy streets like Regent Street and Bond Street where the traffic is often 
brought to a halt, looking distressed and breathless. Having selected a 
victim, he pulls open the door and jumps in beside the driver with a muttered 


apology. He has just missed his bus, and there won't be another for twenty 


minutes. He works at a place only a mile along, but he is already late and he’s 
afraid he'll get the sack. He has only just got the job, and his widowed 
mother depends on his earnings. So on . . . quantum sufficit. ‘Takings are 
from sixpence to half a crown a time. He has boarded me three times. Now 
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when he sees my eve on him, he gives me a friendly wave, and waits for 
the next car 

rH TYRE RACKET 
Then there is the tyre racket. I stopped at a nursing home in the West 
End, and when I came out half an hour later, I found that one of my tyres 
was flat. I had appointments to see three patients, so I called at a garage on 
my way to the consulting room, told the manager where the car was, and 


asked him to change the wheel and collect the car. He offered to mend the 


puncture as well. On my return he showed me the wheel lying on the garage 


floor with the cover off, and pointed out a number of breaks in the wall of 
the tyre, caused, so he said, by running it flat, and offered to fit a new one in 
ten minutes. I accepted. Next morning when my man, Leslie, brought 
round the car he asked me why I had bought a new tyre—the one I had 
lost had never been punctured before. ‘The only protection against this 
trick, which is fairly common in London, is to keep a note of the numbers 
of all five tyres, and to check that the tyre that has been shown really 
belongs to the car 
rHE SCRATCHED TAXI 

\ new trick was played on me lately in Portland Place 

I drew up at the building. In front of me was a taxi standing outside the 
line of parked cars, very much in the way, and, so far as I could see, neither dis 
charging nor picking up passengers. Having dropped my wife, I turned into a gap 
in the parking space in the middle of the street. As I walked back to the reception 
the driver of the taxi got down and said: ‘Do you know that you have damaged my 


mudguard?’ I denied ever having touched him. ‘You certainly scraped me’, he said, 


My lady passenger will bear me out. Come and look at the damage’. He showed m« 


a scrape, but it was on the front curve of the off-side rear mudguard, and could 
therefore only have been done when he was overtaking or the other car was backing 
I invited him to look at my mudguards. There was not a scrape or a spot of paint 
on any of them, a finding confirmed that evening by Leslie. I denied all responsi- 
bility, but offered my name and address in case he wished to call in the police. I was 
thereupon treated to a harangue about the sorrows of the poor working man forced 
by his employer to pay out of his meagre earnings for damage for which he was not 
responsible, a moan that changed to abuse as | disappeared through the doors 
This trick was new to me, but not to Leslie. The scrape, once acquired, 
is exploited by parking the taxi outside some building where a reception is 
in progress and a line of cars are dropping guests and moving off. The 
majority of drivers, though they deny the accident, when they see how 
trivial the damage is, prefer to offer ten shillings or a pound rather than 
suffer the indignity of an argument, the delay of exchanging addresses and 
the annoyance of reporting the incident to their insurance company. Having 
collected enough, the driver moves off with his ‘witness’ to spend the 


proceeds on a supper and an evening at the pictures 


CONCLUSION 
‘The London motorist has much in common with the traveller by stage 
coach a hundred-and-fifty years ago. He must expect delays, annoyance and 
minor damage. He can protect himself from the attacks of highwaymen 
only by listening to the tales of travellers who have been that way before 





GEORGE CRABBE 
(1754-1832) 


SURGEON, CLERGYMAN AND POET 
By BRIAN HILL 


GEORGE CRABBE, the poet, who was born two hundred years ago, is an 
interesting example of the not infrequent association between medicine and 
literature. Crabbe, it is true, disliked his first profession, which was that of 
a country surgeon, and abandoned it at the earliest opportunity; but it ts 
none the less true that his tales in verse owe much to his experience as a 
doctor, to his visits to poor patients and to their confidences and his close 
observation of their behaviour in varying circumstances. 

Crabbe was born on Christmas Eve, 1754, in the Suffolk coast-town of 
Aldeburgh or Aldborough, as it was then sometimes called. In the middle 
of the eighteenth century it was ‘a poor and wretched place’, consisting of 
no more than a couple of parallel streets, unpaved and carrying mean, 
tumbledown dwellings in which lived 

a bold, artful, surly, savage race, 
Who, only skill’d to take the finny tribe 
The yearly dinner or septennial bribe, 
Wait on the shore’ 
As for the surroundings in which these rough fisherfolk dwelt, the poet 


has described them more than once in words which recall to anyone who 
has known East Anglia not only the sights and sounds, but even the smells 


of those flat and marshy shores: 
‘Here samphire banks and salt wort bound the flood, 
There stakes and sea-weeds withering on the mud; 
And higher up a ridge of all things base 
Which some strong tide has roil’d upon the place 


THE APPRENTICI 

The poet’s father had been a village schoolmaster, but in later life established 
himself as salt-master, or collector of the salt dues, at Aldeburgh. ‘There his 
children were born, but George, the eldest, was in some ways the ugly 
duckling of the brood. “That boy must be a fool!’ his father is said to have 
exclaimed as he saw his son’s hopeless attempts to handle a boat, ‘What 
will that thing ever be good for?’ 

Holding such a poor opinion of the boy’s capabilities, it seems odd of 
Crabbe senior to have been ambitious enough to destine his son for the 


profession of surgeon, but such was the case. At the age of fourteen, the 
boy was despatched as apprentice to Wickhambrook, near Bury St. Edmunds. 
There his master combined surgery with farming (a double profession not 
unknown today) and the new apprentice had to share a bed with the plough- 
boy and undertake menial tasks on the farm when required. 
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This drudgery, however, lasted only a few months, after which George 
was moved to Woodbridge where his apprenticeship was on more regular 
lines and he could enjoy cultivated society. Here he began to try his hand 


at verse, being encouraged by winning a magazine prize for a poem on the 


subject of ‘Hope’ 
In 1775, his apprenticeship terminated and he returned home. His father 


could not afford to send his son to London to complete his studies by 
attending lectures and walking the hospitals, and there was little for him to 
do at Aldeburgh, but to help shift sacks or pile kegs in the saltmaster’s 
warehouse. An entrv in the Minute Book of the Aldeburgh Board of 
Guardians does, however, suggest that Crabbe’s medical qualifications, such 
as they were, were recognized. It is dated September 1775, and orders that 
‘Mr. George Crabbe, Jnr. shall be employed to cure the boy Howard of the 
itch, and that whenever any of the poor shall have occasion for a surgeon, 
the overseers shall apply to him for that purpose’ 


MEDICAL DANGERS 

Such calls on Crabbe’s skill cannot have been very remunerative and the 
young surgeon must have 
been glad when his father 
at last prov.ded funds for 
a stay in London. For a 
time Crabbe established 
himself in a tradesman’s 
house in Whitechapel, but 
the money at his disposal 
lasted him for less than a 
vear in spite of economical 
living, and he was soon 
home again 

While he was in Lon- 
don, he had a narrow es- 
cape from arrest as a 
resurrectionist, for his 
landlady, who had re- 
cently lost her child, was 
seized with the idea that 
the body of an infant 
Crabbe had in a cupboard 
for dissection, in the 
casual manner of the time, 
was in fact her own dead CGheseee Gaskin t 
baby. ‘Dr Crabbe has dug 
up William’, she complained to the neighbours, and the young surgeon 
returned home to find himself the centre of an uproar 
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Back at Aldeburgh, he first became assistant to a local surgeon and, when 
the latter left the town, set up on his own account. But, as his son says in 
his memoir of the poet, ‘ready sharpness of mind and mechanical cleverness 
of hand are the first essentials in a surgeon; and he wanted them both’. 
Besides, a rival practitioner in the town took the cream of the available 
business, leaving only the poorest patients for the newcomer. Indeed, 
surgery was so unproductive of the means on which to marry (for the poet 
was now engaged to a Suffolk girl), and so little to Crabbe’s taste, that, in 
1779, he took the rash resolve to give it up and try his luck in London as a 
writer. Borrowing five pounds, he paid his debts and ‘found himself master 
of a box of clothes, a smail case of surgical instruments and three pounds in 
money’. With these slender resources he made his attack on literary London 

A PATRON AT LAS? 
In this desperate enterprise Crabbe might well have met the fate of Chatter 
ton who had so recently preceded him. In little more than a year he was 
down to his last few shillings. His attempts to find a wealthy patron had 
failed; the publishers rejected his manuscripts; he had sold or pawned all 
his available possessions. In this crisis he wrote to Edmund Burke, the 
statesman, enclosing two unpublished poems. Burke not only found time 
to read this unknown young man’s work, but was quick to recognize its 


quality. He sent for the author, introduced him into his home and helped 


him financially. Moreover, he persuaded Dodsley, the well-known publisher, 
to print one of the poems. 

This was the turning point in Crabbe’s career. Burke’s enthusiasm and 
his own merits combined to interest influential people in him. Lord 
Chancellor ‘Thurlow, whom he had importuned vainly a few months earlier, 
presented him with a hundred pound note. Dr. Johnson, after characteristic- 
ally flooring him for an unlucky remark at their first meeting, read Crabbe’s 
manuscripts and suggested improvements. And London approved “The 


Library’ which Dodsley had printed. 


rHE CLERGYMAN 
\t Burke's suggestion, Crabbe abandoned medicine and presented himself 
for ordination. In 1782, he was licensed as curate to the rector of his home 
town but, as might have been foreseen, the return of the unsuccessful 
medico in the guise of a parson was hardly welcomed by the people of 
Aldeburgh. ‘The faces Crabbe saw from the pulpit were not friendly ones 
He was soon rescued from this dilemma, however, by the offer of the 
post of domestic chaplain to the Duke of Rutland and moved to the more 
luxurious surroundings of Belvoir Castle. Now he felt secure enough to 
marry, and soon afterwards he published his first verse best-seller, “The 
Village’. It was an immediate success, Dr. Johnson hailing it as ‘original, 
vigorous and elegant’. Two years later Crabbe followed it with another tale 
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in verse, but after that, although he wrote and destroyed much, he published 
nothing for a space of twenty-two years. 

Meanwhile, he continued fairly placidly in his career of country clergy- 
man. Various livings were presented to him from time to time, which were 
enough to keep him and his family in simple comfort. Most of them he 
served by proxy, installing and paying curates to do the work, while he lived 
elsewhere. His patron, the Duke, died and Crabbe became rector of Muston 
in Leicestershire, although for most of the time he held the living he 
continued to reside in Suffolk. His son says that he combined the pro- 
fessions of clergyman and doctor, curing not only souls, but bodies. “The 
contents of his medicine chest and, among the rest, cordials’, were always 
at the service of sick parishioners and, on occasion, the rector was ready to 
act as accoucheur. For the most part, however, whatever bent for science 
Crabbe possessed was de\ oted to his favourite hobby, botany. 

It was not until 1807 that Crabbe’s next poetical effusion, “The Parish 
Register’, was published. It was dedicated to Charles James Fox, the Whig 
statesman, and met with unprecedented success. ‘Three years later the poet 
produced the work by which his name is chiefly known today. ‘This was 
“The Borough’, a series of stories in verse, amounting in all to ten thousand 
lines. It was from one of these narratives that Benjamin Britten took the 
plot of his successful opera, ‘Peter Grimes’. “The Borough’ 1s, of course, 
Aldeburgh, for Crabbe seems never to have been able to escape from the 


place of his birth. Here is another picture of it: 


“There anchoring, Peter chose from man to hide 
here hang his head, and view the lazy tide 

In its hot slimy channel slowly glide; 

Where the small eels that left the deeper way 
For the warm shore, within the shallows play; 
Where gaping mussels, left upon the mud, 
Slope their slow passage to the fallen flood; 
Here dull and hopeless he'd lie down and trace 
How sidelong crabs had scrawl’d their crooked race, 
Or sadly listen to the tuneless cry 

Of fishing gull’ 


A MOVE TO WILTSHIRI 
In 1813, Crabbe’s wife died, and he was shortly afterwards offered the 
living of ‘Trowbridge. His flock at Muston, however, does not appear to 
have grieved at this departure, for the villagers are said to have rung the bells 
to welcome his successor before Crabbe had even left the parish. 

At Trowbridge, his peaceful existence broken only by visits to friends 
or stays in London where he was lionized as a famous author, Crabbe saw 
his life draw quietly to its close. His chief trouble was a painful neuralgia, 
which attacked him repeatedly, but he observed on one occasion, ‘I think 
the state of an old but hale man is the most comfortable and least painful of 


any stage of life’. In spite of his years he is said to have had a keen eye 


for female beauty. An old squire of his acquaintance is reported to have 





716 THE PRACTITIONER 
exclaimed, ‘Damme Sir! the very first time Crabbe dined at my house he 
made love to my sister’, and some cryptic entries in the poet’s diary when 
he ‘was more than seventy years old actually suggest that he was con- 
templating a second marriage: 

‘Sept. 22, 1825. Sidmouth. Miss Ridout, Declaration, 

Acceptance. 

Oct. 5, 1825, Mr. Ridout. 

Dec. 12, 1825, Charlotte’s Picture returned’ 

Crabbe died in 1832 at the age of seventy-eight and is buried in ‘Trow- 

bridge church, where a marble monument shows the poet, encouraged by 
angels, raising himself on one elbow and looking up to heaven. 


THE POET OF EAST ANGLIA 

With his death, his works gradually fell out of fashion, in spite of the praise 
lavished on him by his contemporaries. Johnson’s friend, Mrs. ‘Thrale, said, 
‘Crabbe’s Poems please me better than any of the modern Productions’. 
Byron called him ‘Nature’s sternest painter yet’, and Scott joined Words- 
worth and ‘Tennyson in praising his work. As for Jane Austen, her nephew 
has recorded that ‘she thoroughly enjoyed Crabbe, perhaps on account of a 
certain resemblance to herself in minute and finished detail, and would 
sometimes say in jest, that if she ever married at all, she could fancy being 
Mrs. Crabbe’. 

George Crabbe, it must be confessed, is read very little today. ‘he very 
length of his tales is a deterrent, for it is responsible for many dull passages 
Some of his best work is thought to have had its origin in opium, for, 
like Coleridge and de Quincey, he was a regular taker of that drug. At some 
time of his life, probably between 17g0 and 1792, he seems to have suffered 
from digestive troubles, accompanied by sudden acute attacks of vertigo 
One of these actually caused him to fall one day in the street and he was 
taken to a nearby doctor. “There is nothing the matter with your head’, the 
physician told him, ‘nor any apoplectic tendency; let the digestive organs 
bear the whole blame: you must take opiates’. Opium probably affected the 


poet’s dreams and many of the ideas that came to him in the night were 


used in his verse. ‘Sir Eustace Grey’, a grim and very effective poem about 
the inmate of a madhouse, is a case in point. 

But, par excellence, Crabbe remains the poet of East Anglia, and the 
recorder of life as it was lived a century and a half ago in the villages of 
Suffolk and along her sea-chased coast, the observer of nature on days 

“When from the yellow weed the feathery crown, 
Light as the curling smoke, fell slowly down; 
When the wing’d insect settled in our sight, 
And waited wind to recommence her flight; 


When the wide river was a silver sheet, 
And in the ocean slept th’ unanchored fleet’. 





CURRENT THERAPEUTICS 
LXXXIV.—NALORPHINE 


By ANDREW WILSON, M.D., Pu.D., F.R.F.P.S. 
Professor of Pharmacology and Therapeutics, University of Liverpool 


A NOTABLE feature of recent pharmacological research has been the study of 
drug antagonism, the results of which have contributed not only to a more 
exact knowledge of the site and mechanism of action of drugs, but have also 
provided a number of new therapeutic agents. Most of these drugs are used 
to prevent or control the action of substances such as acetylcholine, adrena- 
line or histamine, which are released in the body; some are also used as 
antidotes to antagonize the undesirable or toxic effects of other drugs. 

When two drugs compete for the same cell receptors, the extent to which 
the action of one drug counteracts that of the other often depends upon the 
relative ease with which the drugs become attached to, or displaced from, 
these cell receptors. In general, it is found that the action of a drug is usually 
more easily prevented than reversed. This consideration does not operate, 
of course, where the two drugs act on different cells; for example, the mode 
of action of adrenaline in reducing the effects of an allergic reaction differs 
from that of an antihistamine compound. It is also relevant to note that 
when a drug is used for its antagonistic action it may also produce other 
effects which are undesirable or harmful and in choosing a particular com- 
pound account has to be taken, not only of the onset and duration of its 
action, but also of its freedom from side-effects. 

In attempting to assess the therapeutic value of a new antagonist, all 
these considerations must be borne in mind as well as the fact that the action 
of a drug which has been successfully demonstrated in one or several 
species may not be exactly and completely exhibited in man 


HISTORY 
The isolation or synthesis of a new drug always excites the interest of the 
pharmacologist but it appears to have required the advent of two world wars 
before the synthesis and pharmacological study of N-allylnormorphine were 
completed. In 1915, Pohl reported that N-allylnorcodeine stimulated the 
respiration, antagonized the depressing action of morphine on the respira- 
tion, and quickly aroused a dog from deep sleep produced by morphine. 
The importance of these observations, however, was apparently overlooked 
because 25 years elapsed before the subject was re-investigated. McCawley, 
Hart and Marsh (1941) modified the structure of morphine by removing the 
nitrogen-methyl group to form normorphine; normorphine base was then 
made to react with allyl bromide to form N-allylnormorphine hydrobromide. 
This compound was reported to be more active than N-allylnorcodeine in 
antagonizing depression of respiration produced by morphine. The British 
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Pharmacopeia Commission has designated it as nalorphine, and it is avail- 
able commercially as ‘lethidrone’ (Burroughs Wellcome & Co.) and as 
‘nalline hydrochloride’ (Merck). 


PHARMACOLOGY 

The. analgesic action of nalorphine ap «ars to be much less than that of 
morphine in mice (Unna, 1943) and in dogs (Smith, Lehman and Gilfillan, 
1951). Although Hart and McCawley (1944) reported that this action of 
nalorphine in rats was as active as that of morphine, these results were not 
confirmed by Smith, Lehman and Gilfillan. In contrast to morphine, nalor 
phine produces transitory stimulation of respiration in the rabbit which is 
followed by slight depression (Hart and McCawley, 1944) but, whereas only 
small doses of morphine are required to produce respiratory depression, the 
same effect is produced only with very large doses of nalorphine (Unna, 
1943). Furthermore, the well-known excitement produced in cats by mor- 
phine, is not observed after nalorphine. 

Most of the results obtained on different species are in agreement re- 
garding the antagonistic actions of nalorphine and morphine. When nalor- 
phine is administered before morphine it prevents the analgesic action of 
the latter in mice, rats and dogs, and the depression of respiration in rabbits, 
rats and dogs (Huggins, Glass and Bryan, 1950; Smith, Lehman and Gil 
fillan, 1951). ‘The general depression and sleep produced in dogs by mor- 
phine and the excitement and stimulation of cats are also prevented by prior 
administration of nalorphine (Unna, 1943). 

The actions of morphine are also abolished by nalorphine, for the anal- 
gesia, respiratory depression, bradycardia and miosis due to morphine are 
rapidly reversed in dogs within one to three minutes of the intravenous 
injection of nalorphine. This effect of nalorphine is transient and usually 
requires subsequent injections of the antagonist. ‘There also appears to be 
antagonism between nalorphine and other related analgesics, for Huggins, 
Glass and Bryan (1950) reported that nalorphine prevents and antagonizes 
respiratory depression produced in dogs by codeine, ‘dilaudid’, methyl di- 
hydromorphinone (metopon) and methadone, but not by pethidine; the 


latter results accord with those obtained in rats (Smith, Lehman and Gil- 
fillan, 1951), and in mice (Radoff and Huggins, 1951). ‘The characteristic 
effects of morphine on the intestinal tract are also antagonized by nalorphine 
for, according to Hart and McCawley (1944), there is a marked decrease in 
the tone and an increase in the activity of the gut when dogs are injected 


with nalorphine, after prior administration of morphine. Observations of a 
similar nature have also been reported by Gruber and Gruber (1953) with re- 
spect to other analgesic drugs, including ‘dilaudid’, metopon and methadone. 

Whilst comparative toxicity studies of the two drugs have been reported 
in mice and rats, and the results are in general agreement that nalorphine in 
doses of the order of 10 mg./kg. protects these animals against otherwise fatal 


doses of various analgesic drugs, it has not yet been possible to design ex- 
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periments to provide more exact information regarding the effective dose of 
antagonist which will abolish the different actions of morphine. It is clear 
that care must be exercised in the administration of nalorphine, for according 
to Unna the toxicity of nalorphine in mice is of the same order as that of 


morphine. 


ACTION IN NORMAL SUBJECTS 

\ variety of clinical investigations has been published on the action of 
nalorphine in normal subjects and on the response to this drug of patients 
while under the influence of morphine and other analgesic drugs. Whilst the 
antagonism of nalorphine to morphine which has been described in animals 
has also been observed in man, the awakening effect seen particularly in the 
dog is not so clearly evident. Most reports agree that the drug initially 
stimulates respiration but this, though dramatic in onset, is brief and may 
be followed by after-depression. Indeed, ‘Tenney, Mithoefer and Hutchins 
(1953) considered that in normal subjects it is a potent respiratory de- 
pressant, since it reduced the sensitivity of the respiratory centre to carbon 
dioxide by approximately 50 per cent. Eckenhoftf, Hoffman and Dripps 
(1952) gave nalorphine intravenously in doses of 5 to 10 mg. to human 
volunteers and reported that within five to ten minutes the respiratory 
minute volume was diminished on an average by 35 per cent., an effect 
which lasted for about forty minutes, during which no significant changes 
were observed in the respiratory rate, blood pressure or pulse rate. All the 
subjects developed pallor and complained of a ‘tired feeling’ similar to that 
which occurs when normal subjects are given morphine intravenously. ‘The 
experiences reported by Payne (1954) were somewhat similar; he observed 
the effects of administering 10 mg. of nalorphine intravenously thirty 
minutes after the subjects had received an intramuscular injection of 15 mg 
of morphine. After nalorphine there was a transient increase in resp'ratory 
minute volume, but this fell below the control level within ten minutes. He 
was particularly impressed by the drowsy state of the subjects, most of whom 
fell asleep for several hours. Nausea, vomiting, sweating and pallor were 
also disturbing side-effects, which he considered might be due to a summa- 
tion or potentiation of these actions of the two drugs 

‘These observations on normal subjects serve to emphasize the tact that 
nalorphine can produce effects which may be undesirable and this, of course, 
focuses attention on the question of the relative dose of antagonist which 
should be used. It is probable that a smaller dose of na orphine than was 
used by Payne would have been more effective, since Eckenhoff, Elder and 
King (1952) produced a dramatic increase in rate and depth of respiration 
and a rise in blood pressure after giving 2 doses, each of 5 mg., of nalorphine 


intravenously to a patient who had received 57 mg. of morphine; another 


patient given go mg. of morphine responded well to 20 mg. of nalorphine. 


Nalorphine did not, however, have any significant awakening effect, for the 
patients slept soundly for many hours. In man, nalorphine also successfully 
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counteracts depression of respiration following large doses of pethidine as 
well as of methadone and similar analgesic drugs but not when this is due to 
barbiturates, cyclopropane or ether. 

Another interesting aspect of nalorphine antagonism was reported by 
Irwin and Seevers (1952) who observed typical signs of withdrawal in 
monkeys addicted to morphine or to other related analgesic drugs. When 
nalorphine was injected subcutaneously in doses of 2 mg./kg., withdrawal 
symptoms were seen within one to five minutes reaching a peak in intensity 


in ten to thirty minutes and subsiding in three to eight hours. Similar studies 
have been reported in dogs by Wikler and Carter (1952). Acute abstinence 
syndromes have also been observed when patients addicted to morphine or 


methadone were injected with nalorphine. After a single subcutaneous in- 
jection of 5 to 15 mg. of nalorphine, withdrawal signs appeared within 
fifteen minutes and strikingly resembled those observed after abrupt with- 
drawal of morphine. Little or no effect was observed when an intravenous 
injection of morphine or methadone was given one hour after nalorphine 
(Wikler et al., 1952). 

Attention has been focused on the use of nalorphine as a diagnostic agent 
in suspected addiction, but in the opinion of the Council on Pharmacy and 
Chemistry (1952) the safety and reliability of this procedure have not been 
sufficiently established to permit recommendation of its general use. 

The therapeutic uses of nalorphine have chiefly been explored in the 
treatment of neonatal asphyxia following administration of analgesic drugs 
during labour, and in the treatment of poisoning by morphine and related 
drugs. 

DRUG-INDUCED NEONATAL ASPHYXIA 
The problem of providing adequate obstetric analgesia with morphine, 
pethidine and related drugs is inevitably linked with the risks of producing 
respiratory and circulatory depression in the newborn. It is not surprising 
therefore that attempts have been made to solve this problem by means of 
nalorphine administered either to the mother before delivery or injected into 
the umbilical cord immediately after birth. In their first clinical trials, Ecken- 
hoff, Hoffman and Dripps (1952) injected 10 mg. of nalorphine intravenously 
into patients ten minutes before delivery. These patients within the previous 
five hours had been given pethidine, ‘seconal’ and scopolamine; another 
group of patients with similar analgesic and sedative treatment was injected 
with normal saline in place of nalorphine. Babies born under the influence 
of nalorphine gasped and cried within half the time taken by those whose 
mothers had not received the drug. These encouraging results were observed 
in patients who had been given 200 mg. of pethidine, but the contrast was 
less marked when smaller doses (150 and 100 mg.) of pethidine were used. 

Another approach was made by Cappe, Himel and Grossman (1953) who 
attempted to reduce the side-effects of morphine by a mixed injection of 
morphine and nalorphine; when 15 mg. of nalorphine, 15 mg. of morphine 
and 0.4 mg. of hyoscine hydrobromide were given to patients in active 
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labour, all but one of the babies respired spontaneously within two minutes 
after birth. As a result of further observations these authors found that the 
combined mixture appeared to decrease the analgesic effect of morphine and 
concluded that smaller doses of nalorphine might be more desirable. Whilst 
in each of these trials the authors have been impressed by the potential 
advantages of nalorphine, they have also pointed out the need to determine 
more accurately the optimum dose of the antagonist. It is already clear from 
these and other studies (Adriani and Kerr, 1953; Orton, Peacock and 
Phillips, 1954) that the dose for adults probably lies within the range of 5 
to 10 mg. of nalorphine. 

In addition to these methods of preventing neonatal asphyxia due to 
obstetric analgesics, the administration of nalorphine into the umbilical cord 
immediately after birth has been remarkably effective. The dramatic and 
successful results reported by Eckenhotf, Hoffman and Funderburg (1953) 
in 11 out of 12 cases, using doses of 0.1 to 0.2 mg., were fully confirmed by 
Chalmers and Thornberry (1954) who administered a standard dose of 0.25 
mg. to eight infants who had not shown signs of respiration within a short 
time of delivery and whose mothers had been given morphine or pethidine 
during labour. The only case in which the treatment was ineffective was 
attributed to respiratory depression by inhalation anzsthetics. Observations 
by Paterson and Prescott (1954) on 203 infants, whose mothers had been 
given pethidine or ‘omnopon’, show that of 28 infants who did not breathe 
within ten seconds of delivery and were then given 0.5 mg. of nalorphine by 
injection into the umbilical cord, 22 gasped within half a minute of the 
injection. Active resuscitation was required in 43 per cent. of these 
nalorphine-treated infants, compared with g1 per cent. in the control group 

Whilst no ill-effects were attributed to nalorphine in these trials or in those 
by Adriani and Kerr (1953), who used a dose of 2.5 mg., it is probable that 


the optimum dose for infants is of the order of 0.1 to 0.25 mg 


NARCOTIC POTSONING 
Acute poisoning by morphine is fortunately rare but on a number of 
occasions severe depression of the central nervous system has been observed 
when high doses of the newer synthetic analgesic drugs have been used 
Frazer et al. (1952) described two cases of severe poisoning in former 
addicts who had each received two doses of methadone intravenously. One 
of the patients, after a second dose of 20 mg. of methadone, became comatos« 
and cyanotic with a respiration rate of 3 per minute. Artificial respiration was 
effective only so long as it was carried out and the patient did not respond to 


nikethamide; four minutes after an intravenous injection of 40 mg. of 


nalorphine, the respiratory rate was 12 per minute and twenty minutes later 
this rate was doubled. The patient remained very drowsy for some time but 
recovered without further treatment with nalorphine. The second patient 
who had been given 20 mg., followed later by 30 mg. of methadone, was also 


successfully resuscitated. Five minutes after 25 mg. of nalorphine intra- 
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venously his respirations were satisfactory but on account of continued 
drowsiness he was later given nalorphine subcutaneously in doses of 10 mg 
In contrast to the conventicnal use of nikethamide and leptazol, nalorphine, 
according to these authors, acts more rapidly and for a longer period and 
does not produce convulsions. ‘They considered that single doses of nalor- 
phine should not exceed 40 mg.; this is probably unnecessarily high: in other 
reports single doses of the order of 5 to 20 mg. have been effective 
Nalorphine has also been successfully used in treating patients who have 
received overdoses of ‘dilaudid’ and of methorphinan (‘dromoran’). A patient 
who was given 5 mg. of ‘dilaudid’, ten times the dose intended, responded 
well to intravenous nalorphine (2.5 mg.) but remained very drowsy for about 
twelve hours despite further injections of the antagonist (Chase, Boyd and 
Andrews, 1952). This persistent drowsy state despite nalorphine treatment 
was also observed by Bornstein, Yorburg and Johnston (1953) in two 
patients poisoned by methorphinan; one of them had been given 


5 meg. 


> 
(ten times the intended dose) and the other received 50 mg. in mistake for a 


similar dose of dimenhydrinate (‘dramamine’). 
Detailed accounts of these and other cases emphasize the importance ot 
careful nursing, administration of oxygen and the judicious use of nalorphine 
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ANTICOAGULANTS IN DOMICILIARY PRACTICE 


ALTHOUGH there are still experienced and wise physicians who feel that the valu 
of anticoagulant treatment has yet to be established, nevertheless it is now clearly 
a majority view that in coronary thrombosis, phlebothrombosis, and a number of 
other syndromes in which intravascular clotting plays an important part, the 
victim’s chances of survival are increased, and the prospects of shortening his 
illness good, if he is treated with drugs able to decrease the rate at which blood 
coagulates. As most of these conditions are serious, with a threat to life in many, 
it is reasonable and indeed necessary to employ methods of treatment, even thougl 
these may carry a certain risk. No surgeon or anzsthetist ever hesitates on this 
account, in the daily exploitation of his skill 

With full laboratory control in hospital, not only is it possible to secure an 
adequate fall in the prothrombin content of the blood, but it is also possible to 
detect the earliest symptoms and signs of intoxication, when the correct counter 
measures may immediately be employed. 

In domiciliary practice, and without laboratory control, and with the type of 
dose which | have employed in these circumstances one is at a disadvantage in 
both directions, but the risk of bleeding 1s, I believe, less than has been suggest d, 
its control is easier and more certain than we have been told, and no doubt the 


greater disadvantage relates to an insufficient dose in some instances 


INDICATIONS 
When I have been faced with a patient whose life, in my opinion, may. well be in 
danger as a result of intravascular clotting—and who for any reason cannot avail 
himself of hospital treatment—then in a large number of instances | have advised 
the use of one of the oral anticoagulants on the following schedule of dosage, 
varying this a little in certain circumstances. 


CHOICE OF DRUG AND DOSAGI 
Dicoumarol 2X1 mg. in the first twenty-four hours, followed by 2 mg 
on the second d 


ay. Subsequently, 100 mg. daily for 10 to 21 days or even longer 
if necessary 

Ethyl biscoumacetate (‘tromexan’).— 3 x 300 mg. on the first day; 2 x 3 mg 
during the second twenty-four hours, and subsequently 2 x 150 mg. for as long 
as necessary 

Phenylindanedione (‘dindevan’ ). © mg. on the first day, followed by 
mg. on the following days. 

These amounts have been prescribed for adults of normal weight, the dose being 
adjusted upwards or downwards in large and small patients. 

The newer anticoagulant drugs, ethyl biscoumacetate and phenylindanedione, are 
so rapidly effective that heparin is less often needed now. Supplies of fresh 
heparin, however, should be readily available to any general practitioner, thus 
excluding the necessity of the practitioner carrying it in his emergency bag. 
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CONTRAINDICATIONS 
In patients known to have any hemorrhagic tendency or any ulceration or recent 
wound, anticoagulants should not be used at home. In those known to be suffering 
from renal or hepatic insufficiency, hesitation should precede the use of these 
drugs, and if employed it should be on a reduced dosage. 


COMPLICATIONS 
lo all patients treated in this way, a clear explanation should be offered, not only 
of the advantages but also of the complications which may appear, so that an 
early recognition of the latter is practicable. Should any side-effect develop, the 
drug should be stopped forthwith, and the doctor informed. In many cases, no 
more is needed in the way of treatment, though vitamin K or, better still, K, 
should be given in full doses if the bleeding is at all severe: 100 mg. of water- 
soluble vitamin K should be given by the intravenous route; 10 to 20 mg. of 
vitamin K,, given by mouth, is even more effective. If the bleeding continues, 
then there are very few cases in which a small transfusion of blood fails to 
arrest it. 

KENNETH ROBERTSON, M.D., F.R.C.P 
Physician, Royal South Hants Hospital, Southampton 


TRICHINOSIS 


‘TRICHINOSIS, an infestation of muscles by a nematode, Trichinella spiralis, is a 
disease wh:7h ts not often diagnosed. Sporadic cases may be muss¢ d, but it is 
doubtful if the disease in a clinically recognizable form is common in this country 
Most cases which have been recognized, and certainly those ai.racting most 
attention, have occurred in outbreaks when special efforts were made to identify 
cases which might otherwise have been missed. Many accounts of the disease have 
emphasized its seriousness, and death rates of 10 per cent. have been recorded in 
the past, both in Europe and in the United States of America. The disease as it 
now occurs, however, is milder and the death rate comparatively low. In many 
infectious diseases comparatively high death rates recorded in the earlier descrip- 
tions can be explained by the fact that only the severer cases, usually those ad- 
mitted to hospital, were recognized. This may explain in part the high death 
rates recorded in some descriptions of trichinosis, but without doubt the death 
rates in America and Europe are very much lower in the 2oth century than in 
the 19th. 
NATURAL HISTORY 

Trichinella spiralis produces in pigs a disease similar to that in man. Larve, 
encysted in the muscles, may remain alive for a very long time. If the pork is 
imperfectly cooked or eaten raw, the larva are released by the acid digestion of 
the stomach. In a short time the adult worms have developed and, after mating, 
the female burrows into the intestinal wall. It is viviparous, and the small larve 


are deposited, presumably in the lymphatic channels, and reach the blood stream. 
As they are small enough to pass through the capillaries of the lungs, they eventu- 
ally reach the muscles where they settle. There they become encysted com- 
paratively slowly, and it is at this stage that the patient suffers from muscular 
pains, the severity depending upon the number of larve. The larve remain alive 
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for a few years in the cysts whose walls become thicker and eventually calcify 
The muscular pains, however, last only for several weeks, though some stiffness 
or aching may persist for a few*months. 

Man becomes infected by eating the flesh of pigs; pigs in turn appear to become 
infected from eating undercooked pork offal or the flesh of rats in which a similar 
disease occurs. The three host species, rat, pig, and man, all suffer similarly 
There is no primary stage in one host and secondary in another. The worm dies 
unless the host is eaten by another host. The adult worm has a very short life in 


the gut of the host; it is the larve which survive in the muscles and cause disease 


CLINICAL FEATURES 

Many former descriptions of this disease emphasize its severity, but it is now clear 
that mild attacks are common. In the early stages, when the adult worms have 
hatched out in the alimentary canal and the female is depositing larve in the 
mucous membrane, there may be gastro-intestinal irritation with diarrhea. The 
prevalence and severity of the diarrhea would appear to vary with the number of 
worms in the gut, and in outbreaks where a high death rate has been recorded the 
gastro-intestinal irritation has been a definite clinical feature. In outbreaks of 
average severity, however; gastro-intestinal symptoms are not a feature of the 
disease. Most patients have no symptoms until the larve settle in the muscle 
fibres and this begins about two weeks after the infested pork was eaten 

When the larve settle in the muscle fibres they cause pain. The severity of the 
pain depends largely upon the degree of the infestation and in many cases it is 
more of an aching stiffness than a sharp pain. Pain therefore is less severe than 
would be imagined from the pathology of the disease 

The most reliable clinical feature of the disease is undoubtedly swelling of the 
eyelids. How this swelling arises is not clear, but it is present in virtually all cases 
which have even the mildest recognizable clinical illness. Although there may be 
some swelling of the whole face, the appearance of the periorbital edema is usually 
striking. On first inspection the eyes appear as if they had received a severe blow, 
yet it may happen that a patient may have this appearance before any other sign 
of the disease has manifested itself. A diagnosis of acute nephritis must be con- 
sidered and the urine examined and, although blood and albumin may be present 
in the urine of some cases for a day or two, a diagnosis of nephritis can usually be 
excluded 

Headache, usually in the form of pain behind the eyes, and photophobia are 


complaints in almost all cases even in outbreaks where mild cases were diagnosed 
The disease is a febrile illness with nothing of special interest in the temperature 
chart. A few patients have symptoms referable to the nervous system (meningeal 


irritation, monoplegia or other signs of focal damage, and mental changes); some 
have small hemorrhages under the finger nails towards the tips. The last feature 
might appear to be of good diagnostic value, but unfortunately is exhibited by 
only a small proportion of the cases. 

In a case of average severity the disease lasts for three or four weeks and 
corresponds to the stage when the larve are being disseminated through the body 
and settling in the muscles. After the initial tissue reaction subsides the patient 
begins to recover, but the larva are still alive and in time become encysted. If a 
patient with a mild attack is not seen until the swelling of the eyelids has begun 
to subside, and this may happen before the fever has ended, there would be little 
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in the clinical features to suggest the true diagnosis. The illness would differ little 
from many unidentifiable febrile illnesses seen in general practice. 


LABORATORY TESTS 
There are several tests which are of value in helping to establish the diagnosis 
eosinophil count, muscle biopsy, skin tests with extracts of trichinella, and sero 
logical tests. In relative value they are in the order named 

The eosinophil counts are high both absolutely and relatively. The absolute 
numbers are rarely less than 1000 per c.mm. and may be as high as sooo. In a 
differential count the eosinophils are seldom less than 10 per cent. of the total 
white cells and often are as high as 40 per cent. 

Muscle biopsy can establish the diagnosis beyond all doubt. By the usual tech- 
niques of fixing and staining, larve can be demonstrated as in figure 1, which was 
made from a preparation of muscle removed from a patient who had been ill for 
two weeks. A more delicate technique is to digest a few grammes of muscle with 
pepsin, thus liberating the 
larve which can be recov- 
ered by sieving through 
pores of known size. A 
case of moderate severity 
yields one or two larva 
per gramme of muscle 
and the test may be posi- 
tive when the usual tech- 
niques of staining are 
negative. Unfortunately, 
the test is not one in 
which every laboratory 
has had practice. The 
technique of digesting 
muscle to demonstrate 
Fic. 1.—Trichinella spiralis larva in muscle. ( 70) larva, living or dead, has 

been used to establish 
the incidence of trichinosis in post-mortem material. 

The skin test consists of the intradermal injection of an extract of trichinellz 
In a positive result an area of erythema appears within an hour. The test is not 
positive in the early days of the illness and may have to be repeated before a 
positive reaction can be demonstrated. In some cases no undoubted positive re- 
action can be demonstrated. A sample of serum from the patient can be tested for 
antibodies against trichinella. The test does not give a positive result in the early 
stages and there is the further drawback that the test, unlike the others mentioned, 
is not readily available in this country. 


PREVENTION 
In this country pork is not usually eaten raw. Many outbreaks have been traced 
to sausages and it sometimes happens that most of the patients are housewives who 
taste the sausage meat before eating it (Sheldon, 1941; Semple et a/., 1954). When 
sausages are made by large firms a small amount of infested pork will be greatly 
diluted with wholesome pork, thus reducing correspondingly the infecting dose. 
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It may be for this reason that outbreaks this century have been milder than those 
recorded last century 

Very mild degrees of infestation are undoubtedly common. Young (1941) 
examined specimens of diaphragm muscle removed at necropsy from human 
beings and, using the digestion technique, found evidence of past infection in 1 
per cent. In contrast to clinical cases there was no greater incidence in women 
than in men. In America the figure approaches 20 per cent. Similar tests in pigs 
show very few positive results (Young, 1941) and recently Evans and Lennox 
(1953) demonstrated the infestation in rats from a district where suspected pork 
had been produced If pork is stored at 1s (©. tor three wee ks, the larve dic 


and in some countries pork is thus treated before it is issued for sale 


1 am grateful to Professor J. Gough of the Welsh National School of Medicins 
tor permission to reproduce the figure and to Mr. J. P. Napper for making 1t 
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NOTES AND QUERIES 


Treatme ni of Flat Feet trouble. If and when the feet are painful thes 
} ' ‘ ) 

QUERY From time to time, personnel attend re better rested. Rest in bed is probably u 
our works surgery suffering from flat foot necessary. The best thing is to change to a 
They often are asymptomatic, and the condition sedentary or semi-sedentary occupation for a 
, 

is onlv found on routine examination. but now limited time. Normal daily use should be per 
and again a painful foot turns up. The problem mitted, but prolonged standing avoided 
It is probable that treatment for the acut 


therefore has two aspects. First, what should 
ve do with a man who has flat feet but who flat foot, except relief from prolonged standing 
does not complan What proportion of such feet has no material benefit. Where exercises seem 
will lead ultimately to discomfort? Secondly indicated, and this 1s not often, the best of all 
what should one do when the foot is painful? standing on tip-toe. The later types of flat-foot 
Clem the cone ems relatively acute (though exercises are of dubious value, and have mostly 
been discontinued. Standing or oe Exercise 


the structural defect has probably been there 
} 


} t j les wort » th eat 
before). It is my impression that most of thes« the shor muscle in the f em ’ 

j . . l 
advantag when they " ) taking th 
cases clear up with time, with or without treat- 1a Vantage wher « ib v 


1 maximum strait 
ment. It would seem that most of them are , u ' 


R. J. 1 


hardly worth referring to thé local orthopedi 


clinic, and indeed they are reluctant to go when 


i. Are exercises still considered Treatment of a Dog Bite 


this is suggested 
t% 


the st form of treatment and, if so, can you QUERY What is now considered 


airly simple routine that we can correct treatment for a dog bits 


tart in our surgery REPLY \ dog bite 1s a lacerate pote ntially 
REPLY \ symptomless flat foot does not re infected wound. It may be of all degrees 

quire treatment. That point was established in severity. In the great majority of cases it 1s 
the 1939-45 War from the treatment of recruits comparatively superficial, and all that 1s required 
The proportion of such feet which ultimately in treatment is careful local cleansing and a 
cause trouble is extremely small. A flat foot does course of systemic chemotherapy. If it 1s deep 
not matter, but a flattening foot may cause with extensive laceration urgent admission to 
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hospital is necessary. There the surgeon will 
treat it on the same principles as any other 
lacerated wound: i.e. excision of any tissue 
likely to slough, followed by epithelial closure. If 
the practitioner is in doubt about the depth of a 
wound in areas such as the hand, where even a 
comparatively slight depth of penetration may 
reach important structures such as finger joints 
or tendon sheaths, urgent admission to hospital 
is again indicated. The old practice of cauteriz- 
ing a dog bite probably always did more harm 
than good; and in any case it has now been 
superseded by chemotherapy. Rabies fortunately 
need not be considered in this country. Prophy- 
lactic antitetanic treatment is a wise precaution 
if the injury is penetrating or extensive 


D. H. Parey, M.S., F.R.( 


Treatment of Lupus Erythematosus 
QUERY. 
Erythematosus’ in the 
have a 


I am interested in the article on ‘Lupus 
August number of 7h 
who has been 
The usual 


Practitioner. | patient 
suffering from this disease for years 
remedies have been used. At present there is a 
slight relapse—a 
cheek, in front of the 


diameter. As the treatment outlined with mepa 


slightly raised patch on the 


ear, about one inch in 


crine or chloroquine is quite recent, | would 
like to know whether it is applicable to my case. 
Also, what dosage I should employ and for how 
long, and what important side-effects I should 
look out for 
Rep.y.— The 


erythernatosus consists in its administration by 


mepacrine treatment of lupus 


mouth, 100 mg. daily, for two to three months 
If it is going to be helpfi! the benefit will be 
apparent within about six weeks. It stains the 
skin this is the 
objection to its use An 
clinically identical with lichen planus, usually of 
be provoked by 


brownish yellow, and main 


eruption which is 


considerable severity, may be 


mepacrine; it appears to be a cumulative effect, 


and unlikely to occur except after 8 to 12 weeks’ 


continuous treatment. Fortunately, this is a 


rare event. Some degree of malaise is rather 


more common, and a few instances of leucopenia 


and even agranulocytosis have been reported 


Reported results of treatment with chloro- 


quine are scanty. The dose which appears to be 


most favoured is 200 mg. a day, for two to three 


months. It may provoke blurred vision, gid- 


diness and gastric irritation, but these side- 


effects come to an end rapidly when treatment is 
stopped. 
( B 


DOWLING, M.D., F.R.C.P. 


The Overweight Patient 
QueERY.- 


At what stage does one begin to con 
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sider a patient to be sufficiently overweight to 
justify therapeutic action 
Repiy.—The 


now the generally accepted practice of the life 


They do 


not consider increasing an individual’s premium 


best guide is probably what ts 


assurance companies in this country 


on account of overweight unless he or she ex 


ceeds the accepted normal for the age in 


question by 20%. In practice, I would suggest 
that this might be modified to the extent that 
overweight should be 


diet. If 


the patient who is 10% 
advised to be careful about his or her 
he or she is 20%, 
more active steps should be taken 


over the expected weight, then 
The 


tion to this rule would, of course, be the type « 


excep 


case in which some other condition, such as 


hype rtension, 1s present, when active treatment 
for the obesity wouid need to be initiated at an 


earlier stage. 


Stability of Penicillin 
Query (from a reader in Irag).—One 


various kinds of 


finds u 


the literature references to the 


penicillin (e.g. ‘seclopen’) which are stable at 


room temperature and require no refrigeratior 


1 understand room temperature to be about 


71.6°F. (22°C 


this level for most of the year (March to Noven 


] 


, but here in Iraq it is well above 


summery days may reach 


Would you kindly 


ber) and in the hot 
104° F. (40°C.) or even more 
clarify this point 


REPLY For the maintenance 
principle of various preparations 
humidity is much more important in ten 


Whe nm ke pt dry 3 


months, 


! 
illin does nm 


perature peni 


deteriorate for many even at tempera 
tures of 40 to 50°C. Refrigeration is therefore 
not considered necessary. If, however, penicillin 
becomes humid, 
Manufacturers of the 


take 


containers are 


deterioration is very rapid 


antibiotic are aware 


this and precautions to ensure that the 


hermetically sealed, usually by 


special metal caps. The labels of the containers 


} 


usually three 
manufacture. Provided 
’ j 


been opened t can be 


bear an date 
the date of 


the container has not 


generally expiry 


years trom 
penicillin content has 


safely assumed that the 


amount designated on 


that 


persist for cor 


not dropped below the 
that date, 


the label before and it is likely 


very appreciable amounts 
siderably longer periods 
The deterioration ot 


known to occur so often in 


penicillin which is 


tablets is due to 


dampness. In a recent investigation of the 


penicillin content of such tablets, those obtained 


from the wholesalers were fully potent, but 


approximately one-quarter of those obtained 


from various pharmacists showed a serious 


deficiency. In most, but not all, of these in 
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stances, the loss of potency was associated with 


the breaking of sealed packages. Obviously 
therefore oral penicillin tablets should be pre- 
scribed in numbers corresponding to the num- 
ber of tablets in a tube, and sealed containers 
broken by pharmacists in dis- 
The 


laboratory has been suggested, for assaying the 


should not be 


pensing them setting up of a regional 
penicillin content of such preparations and for 
similar investigations of other drugs. 


J. D. ALLAN Gray, T.D., M.B., F.R.C.P.Er 


Anesthesia in the Dental Chair 
Dr. R. Brarr Gouip, Fu 
In my article, ‘Anzwsthesia in the 
(The Practitioner, 
pre ssed the 


\.R.C.S., Writes 
Dental Chair’ 
August 156) I ex- 


that 


page 


1953, 


opinion thiopentone should 
second medical prac- 


addition to the 


unless 


that 


never be given 


titioner is present’ is, In 
dental surgeon who is performing the operation) 
In your issue of July 1954 (page 98) this state- 
ment 1s amplified 

his opinion has now 
Mr. William Mair, Solicitor to the 
and Dental Defence: 
in article on ‘Medico-legal hazards in an- 
1954, page 245) 
On no account should 


confirmed by 
Medi al 


Union of Scotland, who in 


been 


wsthesia’ (Anesthesia, October 
expresses himself thus 


practitioner endeavour to administer an 


AND 


QUERIES 


anesthetic whilst acting as operator also. In my 
opinion too great a risk was undertaken [in a 
died 


operator and 


recent case in which the patient during 


operation] in trying to act as 


anzsthetist at one and the same time. The same 


observations apply to dental practice and it is a 


sound, though not always a practicable, rule, 


where the anasthetic ts being administered by a 


dental surgeon or his assistant, that the patient's 


doctor should have issued a prior certificate of 


the patient’s fitness to receive an anzesthetic 


I'wo instances have happened recently of the 


fatal collapse of a patient where such a pre 


caution had not been taken and in one case 


the presiding Judge stressed the necessity for 


such a precaution 


| 


In view of this opinion, it seems likely that 


should an untoward event occur tm a case u 


which a dental surgeon has acted as operator 
after himself having administered the anaesthetic 
ind the patient brings an action for negligence 
he might have some difficulty in the absence of 
action (e.g. ex 


and the 


an adequate explanation of his 
administering anzsthetics 


of the operation and no medical 


perience of 
great urgency 
practitioner being available) in escaping liability 


of its 


importance in dental 
should be 


your readers 


Because great 


practice I feel that the matter 


brought to the attention of 
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and vomiting 


Tetracycline 


TETRACYCLINE ha tructure and antibacterial 


that of chlortetracycline 
(‘terramy 
Its clinical efficacy has been investigated in 
infections by W. §S 


Irchives of Internal 


spectrum similar t 


(‘aureomvycin and oxytetracycline 
cin’) 
184 patients with acute 
Wood and his colleagues | 
Vedicine 1954, 94, 351). The pre- 


paration achromycin’, and the 
for adults, and 50 


Septembe r 


they used was 


dosage was 2 grammes daily 
mg. per kg. body weight daily for children, given 
orally or intravenously in four divided doses at 
six-hour intervals. When given orally, the initial 
dose was 1 gramme for adults and 25 mg. per 
kg. body weight for children. Side-effects were 
not serious. When intravenously, in a 


concentration of not more then 10 mg. per ml 


giver 


per ten minutes, 
except for an 


at a rate not exceeding 500 mg 


the drug was well tolerated, 


occasional complaint of a local burning sensa- 
tion’. ‘Frank *thrombophlebitis’, 
veloped in nine patients after several days of 


Other side-effects included 


howev er, de- 


intravenous the rapy 


nausea diarrhoea and oral 


moniliasis (one case) iministration had to be 


stopped in one patient because of persistent 


diarrheea. ‘Satisfactory results’ were recorded in 


33 Out of 35 cases of acute streptoc vccal pharyn 
gitis (including scarlet fever): 24 out of 26 cases 
ill 25 cases of pneumonia in the 


four out six cases of H. influenza 


of pertussis; 
series ; 
eleven cases of laryngo 


meningitis; and 


tracheobronchitis 


Intramuscular Oxytetracycline 


‘Ir would that oxytetracycline is as 


effective 


appear 


when used intramuscularly as when 


administered by other routes’ is the opinion of 
C. P. Schlicke and W. E. Anderson ( Antibiotics 
and Chemotherapy, September 1954, 4, 939), 
based upon their experience with 110 patients 
The preparation they used contained equal parts 
of oxytetracycline hydrochloride and magnesium 
with 2 hydro- 


chloride hexahydrat« procaine 


chloride. This preparation is reconstituted by 


being dissolved in sterile distilled water to yield 
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a solution containing 50 mg. of oxytetracycline 
per ml. (as oxytetracycline magnesium chloride 
complex). 
was 100 


The usual dosage in this investigation 


mg. of oxytetracycline every twelve 


hours, though in a few seriously ill patients the 
between doses reduced to six 


interval was 


hours. The injections were given in the upper 
outer quadrant of the buttocks or in the antero- 
thigh. Pain at the site of 
injection was complained of by 21 


‘but seldom bitterly’ 


lateral aspect of the 
patients 
In seven cases there wus 


‘redness, heat or induration at the site of 


injection’, 


Intravenous Erythromycin 

reported by J E 
Geraci et al. (Proceedings of the Staff Meetings 
of the Mayo Clinic, September 15, 1954, 29, 
536) with the use of erythromycin glucohep- 


SATISFACTORY results are 


tonate, a preparation of erythromycin which can 


be given intravenously. Over a 20-minute 


period, seven patients were each given 1 gramme 
of erythromycin glucoheptonate intravenously, 
dissolved in 250 ml. of isotonic sodium chloride 
solution. The average concentration in the serum 
in these patients, in micrograms per ml., was 10 
at the end of three 


hours, 


end of one hour, 4 at the 


and o.6 at the end of eight hours. Eight 
patients were each given 2 grammes of the pre- 
paration by continuous intravenous drip over a 
period of twenty-four hours, 1 gramme being 


dissolved each of litres of isotonic sodium 


concentrations 
after the 


hloride solution. Serum two, 


six, twelve, and twenty-three hours 


infusion was started showed considerable varia- 
ion. The noted in both 


thon 


only signs of toxicity 


series Of patients were: nausea in two 


patients, and mild transient phlebitis in two of 
the patients receiving the drip infusion. The 
authors have also used erythromycin glucohep- 
tonate initially in the treatment of severely ill 
patients with infections caused by erythromycin- 
switching over to oral 


sensitive infections 


as soon as the clinical condition 
that ‘the 
use of erythromycin glucoheptonate would seem 


to be 


administration 


improved. They conclude intravenous 


indicated in the following situations 
seriously ill patients who cannot well tolerate the 
so that ineffective 


tions of erythromycin in the serum are obtained, 


antibiotic orally, concentra- 


including patients who are vomiting; patients 


with postoperative infections who are not yet 
able to take 
all patients 


bacteri#mia or other serious staphylococci in- 


oral route; and 


staphy lococcic 


medication by the 
critically ill with 
erythromycin-sensitive or- 
ganisms. In the critically ill patients the 
intravenous administration is used to obtain 
initial high concentrations of erythromycin in 
the serum’. 


fection caused by 
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Sweating Feet 

‘ENTIRELY successful results in hyperhidrosis of 
have been obtained by G. A 
Irchives of Dermatology and Sypi 
366) by the use of 


the soles’ Grant 
Peterkin ( 
ology, September 1954, 70, 
formalin. Undiluted, the painted 


foot by 


formalin ts 
over the weight-bearing surface of the 


means of a cotton swab, care being taken not to 


apply it to the interdigital areas. The painting 
repeated once daily for three or even, in sev 
week 


cases, four days, and repeated in four 


necessary. It is recommended that the applic 
made by the practitioner—and not th« 


The author states that he has 


tions be 
patient. employed 
this simple treatment in hundreds of cases both 
Britain and in the Mediterranean area 
one patient developed any reactior 
of a mild irritant dermatitis which 


week’. 


The Optimal Dose of Morphine 

THE optimal dose of morphine is 10 mg. (i. 
4 70 kg. body weight 
L. Lasagna and H. K. Beecher (7 
Imerican Medical Association, 
1954, 156, 230) 
a study of 


} grain) per nanos g t 


yurnal of the 
September 18 


This conclusior d upor 


pain relief in 122 ifter 


operation, which indicated only 


in potency and duration of analgesi: 


dose of morphine was raised from 1c 


In a group of 10 normal volunteers they found 


greater respiratory depression and a _ higher 


incidence of side-effects with 15 mg. than with 


of morphine (in the form of the phos 
They 


suppor 


10 mg 
phate) 


given subcutaneously provide 


evidence from the literaturs t 


findings and conclude that ‘in view 


findings the routine use of 15 mg ‘ 
seems unwarranted’ 


Epistaxis and Hypertension 

\ SERIES of 73 cases of epistaxis associ: 
H. Killen (/n 
Science, | 


were all 


ated witl 
hypertension 1s reviewed by O 
Vedical 


patients 


Journal of 
p. 427). ‘These 
them were re-admitt 


The If 


sexes were 


hospital, and seven of 
making a total of 8o 


from 35 to 82, and the 


cases ages ranged 
equally re 
presented. No relationship could be found 
between the severity of the hemorrhage and 

blood pressure, source of bleeding, or age « 
older patients, 


shoc ked 


they 


patient. The however, app 


to become more quickly and more 


easily, and required a longer stay in 


hospital. In 32 cases the site of bleeding could 


12 cases it was septal, in 


not be determined; 


II cases it was from the root, and@ in 25 cases it 


occurred posteriorly on the lateral wall. Trotter’s 


treatment was successfully carried out in 56 
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patients. This consists of propping the patient 
well up in bed with a comfortable inclination to 
arranging a large pad for him to dribble 


teeth, 


one side, 
into, putting a dental prop between the 
forbidding him to breathe through the nose or to 
1 substantial dose of mor- 
should be 
patients, 


swallow, and giving 


venously. Of 


phine morphine given intra- 


these 56 16 required 
, the average transfusion being 
of whole blood 


In eight patients 


blood transfusior 


1.5 pints (850 ml The average 


Stay in hospital was six days 


with persistent bleeding from Little’s area, the 


bleeding point was cauterized; their average 


stay in hospital was also six days. One of these 


patients required transfusion. Nasal packing was 
ts who failed to respond 


their 


resorted to in 16 patier 


to Trotter's treatment or cauterization; 


] 


average stay in hospital was thirteen days. Six 


of these patients required transfusion, the 


average transfusion being 7.5 pints (4.25 litres) 


Four patients had surgical treatment: two had 
ligation of the external carotid artery, one had 


in-fracture of the inferior turbinate, and the 
other had both ethmoidal arteries ligated without 
effect, followed subsequently by transantral 
llary artery. This last 


Attention 1s 


ligation of the internal max 


was the only fatality in the series 
drawn to the high complication rate with nasal 


yacking—over 30 per cent. in this series 
I I 


Gall-Bladder Disease in Children 


GALL-BLADDER disease in childhood is not just 
curiosity, but ts not too un- 
Isabella Forshall 
Liverpool (British 
1954, 42, 


that ‘mild cases of cholecystitis 


a pathological 
common’, in the opinion of 
and P. P. Rickhan of 
Journal of Surgery 


Ihe V 


escape recognition and that cases could be found 


161) 


September 


suggest 


amongst the enormous I umber ot children with 
undiagnosed abdominal pain that clutter up all 
pediatric and surgical pediatric outpatient de- 
partments’. Details are given of six children 
submitted to operation for gall-bladder disease 
during the last five vears. Their ages ranged from 
24 to 12 vears, and all were girls. The duration 
of symptoms ranged from four days to two years 
Only one was gravely ill on admission and she 
was found to have a gangrenous cholecystitis 


he symptoms are often vague, and pain in the 
back or shoulder is rare, None gave a history of 
was there any 


intolerance to fats, and in none 


jaundice. In the five children who were x-rayed, 
this demonstrated an opaque stone (or stones). 
Cholecystectomy was performed in all six 


children; postoperative progress was satis- 
In only three cases was it 
possible to carry out a detailed examination of 
the specimen removed at operation, but in all 


malformation of the cystic 


factory in every case 


three there wa a 
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duct. It is therefore suggested that ‘congenital 


abnormality of the cystic duct is an important 
factor in many cases of cholecystitis in children 

In a review of the literature it is stated that up to 
1948, 326 proven cases of gall-bladder diseas« 


in children had been reported, the youngest 


being an infant of six weeks. As compared with 
the author's small series, however, this general 


review shows a predominance of males, and 


that the 
among adults 


incidence of jaundice was higher than 


Sodium Succinate in Depressive 
Psychosts 


IN 22 patients, who, ‘without any history of 


previous mental illness, developed in middle age 
or later slowly progressive symptoms of de 
pression without any pronounced cyclic or other 
changes’, 5. Gershon and E. M 
(Medical Journal of 


ii, 291) obtained satisfactory 


I rautner 


Justralia, August 21, 1954, 


results from the 
sodium 


use ot succinate, 


both intravenously 


and orally. Intravenously it was given as a § 

solution, buffered to a pH of 7.0, in sufficient 
amount to produce the cough and flush charac 
teristic of the drug; this amount varied con 
ranging trom 


injections were given daily 


siderably from patient to patient 
The 


to a total of 20 or 


10 to 50 ml 
five a week 30 injections. At 


the same time the patients were given 1 to 3 


grammes orally every day in tablet form, and this 
oral therapy was continued for a considerabk 
time, even after the patients had left the hospital 
No toxic effects have 
after oral administration has been 
Although the 


been encountered, even 


maintained 


for up to two years therapeutic 


effect of sodium succinate is less dramatic than 


that obtained with electro-convulsive therapy 


it appears to be more lasting. It has no de 


leterious effect on the cardiovascular system and 


can therefore be used in elderly patients u 


whom electro-convulsive therapy might bs 


contraindicated on the grounds of arterio 


sclerosis or myocardial degeneration. ‘The main 
effect of succinate appears to be an increase in 
awareness and awakeness It is possible’, the 


authors state, ‘that in the cases presented a 


yf 


lowered interest in and a lowered awareness 


the surrounding world are concomitant factor 
in the disease, and that the effect of succinate is 
merely to stimulate the patient out of his apathy 


or preoccupation’ 


Prevention of Reactions to 
Streptomycin 
IN a consecutive series of 150 patients receiving 


streptomycin in the Brompton 
Riches ( British 


intramuscular 
Hospital Sanatorium, H. R. ¢ 
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Journal of Tuberculosis and Diseases of the Chest, 
October 1954, 48, 298) records that 55 (36%) 
complained of toxic symptoms on the day of 
injection. These consisted of: parazsthesiz in 
and around the mouth (41 patients), lassitude 
patients), ver- 
headaches (10 


accommodation 


and ‘muzziness in the head’ (11 
ataxia (10 
patients), difficulty in 
(7 patients). Symptoms usually began between 


tigo and patients), 


visual 


one and three hours of the injection and per- 
sisted for one to twenty-four hours. Eight of the 


with severe or moderate reactions 
complained that their 


appreciably worse by exercise and relieved by 


1g patients 
symptoms were made 
rest. It was therefore decided to investigate the 
effect of exercise on the rate of absorption ot 
streptomycin from an intramuscular injection. 
In 21 of the Se patients the blood level ot strepto 
mycin was found to be highest during activity 
the greatest difference being half-an-hour after 
the injection when the blood streptomycin was 
higher than the resting 


In five patients with moderate or severe 


50%, corresponding 
level 
it was 

their 


level. 


which were sudden in onset, 
relate the time of 
blood 


no significant change in the 


reactions, 
»ossible to onset of 
I 


with the streptomycin 


reactions 
Exercise caused 
rate of excretion of streptomycin in the urine. 
In view of these findings, it was decided to give 
the injections at night, shortly after retiring to 
bed, to ten patients who experienced moderate 
reactions. In seven of them this pro- 


relief of 


or severe 


duced complete symptoms, and two 


obtained considerable relief It is therefore 


suggested that this ‘regime should be adopted 


for patients with severe reactions’ 


The Sterility of Eye-Drops 
ATTENTION is drawn by M. Klein et al. ( Journal 
of Pharmacy and Pharmacology, October 1954, 
6, 725) to the increasing number of reports of 
due to contaminated eye- 
urge that 
nstituted in order to pre- 


infection of the eye 


drops, and they more stringent 
standards should be 
vent this: ‘Eye-drops used in hospital wards, 
outpatient 


should be 


departments and factory medical 


rooms, prepared with bactericidal 


preservatives, but for eye-drops used by in- 


dividual patients, a bacteriostatic agent may be 


permissible. However, for reasons of safety and 
to make it as foolproof as possible a uniform 
procedure using a bactericidal preservative is 
They that the mer- 
thiomersalate, 0.005%), and 
0.005 %, 


recommended’ report 


curial compounds 


phenylmercuric acetate and nitrate, 


are safe, and they recommend them for eserine 


and sodium fluorescein, which are the most 


liable to pyocyanea contamination, and also for 


methylcellulose eye-drops, which are liable to 


THE PRACTITIONER 


contamination by moulds. These compounds 


are fungicidal as well as bactericidal. Chlorbutol 


im saturated solution (0.8%) is also recom- 


mended but has the disadvantage that the solu 
tion cannot be heated without detriment to the 


preservative. Chlorcresol, 0.1%, is safe but 


causes smarting of the eye he p-hydroxy- 


solution are reliable for 
most eye-drops except fluorescein. Phenylethyl 
like chlorbutol, has a 


Safe u 5 cor 


benzoates in 0.1 


alcohol, which, slight 


anzsthetic effect, is said to be 


' 


centration ‘but much quicker in its action at 
0.6%, and further clinical trials are needed 
this 
eye-drops, 0.9 
The 
pounds, although bactericidal, are not 
of their effect or 


solubilisation’ of tl 


with 


promising preservative For cortisone 


benzyl alcohol is recom 


ammonium con 


mended quaternary 


recom 
mended because 
they can cause 
cement of the cornea 


An Antiseptic Soap 

AccorDING to R. L. Baer and S. A 
(Journal of Investigative Dermatology) 
ber 1954, 23, soap 
tetramethylthiuram 
effective 
skin’. Such a soap, used at least three times dail 


Rosenthal 
Septem 
containing I 

higl hy 


agent for use on humar 


193), a 
disulphide is a 


germicidal 


for one week, ‘achieved a very marked reduct 


in both transient and resident bacteria’. Th 
germicidal effect was still ‘very noticeable’ two 


days after discontinuation of the soap, but w: 
no longer evident a week after withdrawal o 
suggested tha 
(TMTD) s 


hexachl 


soap. Comparative trials 
methylthiuram disulphide 
more effective than 


Thus, after one 


rather 
soap week's us¢ 


bacteria w 


reduction of transient 
TMTD soap and 34 
whilst the 


with hexachl 


reduction of resider 


TMTD soap and 


soap In t7fro wSsavs ft 


soap, 
was 66°, with 
hexachlorophene 
sistance were made on 136 strains of micrococci, 
isolated from the skin of 
TMTD soap had been used, and on 14 
from the 


volunteers before 

Strains 

of micrococci isolated same subjects 

after they had used ‘TMTD soap for one week 

No evidence of increased resistance to TMTD 
The 


309 dermatological patients who were instruc 


was obtained soap was also tested out on 


to use it in place of their regular toilet soap for 


a period from two or more weeks 


Only eight of these patients had to 


ranging 


discontinue 


the soap because of irritation, and six of thes« 


1 r 


were among the 90 patients who were rec 


treatment for some allergic conditior 
tests were carried out on 214 patients after they 
had three or 


only one 


used the soap for more weeks 


gave a positive reactior 
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Textbook of Operative Surgery. By Eric L. 
FARQUHARSON, M.D., F.R.C.S.ED., F.R.C.S 
Edinburgh: E. & S. Livingstone Ltd 
1954. Pp 


Price 75s. 


and 8s3. Figures 627 


Tuis is a ‘one-mar ook a considerable recom 
mendation in these days of multiple authorship, 
for it has a consisten« n aim and in style that 
the syndicated textbook lacks. Mr. Farquharsor 
sets out ‘to descri in detail and with adequate 
illustrations, all tl rations which the 
junior in general surgery is likely to undertak« 
himself’. In this aim he succeeds admirably, for 
not merely are the « perations clearly described, 
and illustrated by Miss McLarty with her usual 
skill, but I are admirable 
summari th itomy of the part, and of 
the prince operation. The 
discussions on gastr rgery, on appendicitis, 
on intestinal obstruction, on transfusion and on 

stoscopy are ¢ ! Unusual or experi 
mental operatio lescribed briefly in 
smaller type, but 1 ire given for thos« 


who require further 
It is remarkable valuable informa 
tion the author h to get together u 


one volume. His b« of the greatest use to 


the young surgeor tting out to work on his owr 


Biochemical Investigations in Diagnosis and 
Treatment. By JouN D. N. NABARRO, M.D., 
M.R.C.P. London: H. K. Lewis & Co 
Ltd., 1954 Pp 
5 Price 


He development 
I 


ind 299. Illustrations 


olified techniques for 
carrving out biochen determinations, their 
iwailability in n throughout tl 
country and the reciation of their 
alue in clinical advances which 
no physician or s oO ‘ afford to dis 
regard. In suct itively new and rapidly 
progressing field ook such as this 1s likel 
to meet the need ( nany Written by 

clinician rather than a biochemist it de 


iccuratel with the whol 


authoritatively ar 
gamut of biocher try in modern medicine, 
from disturbances i at ind sodium balanc« 


to the detection with barbiturates 


ind lead, and the metabolism of calcium and 
phosphorus No account of chemical technique s 
is given, the being designed for the ward, 
not the | 

The sty is ir and forthright, and the 
author is 1 i 1 to state his own opinions 
which often, advantage, are probably 


those of the wh edical unit at University 


ge Hospital Much 
resented w 


ticism 


Pneumonia. By Hopart A. REIMANN, M.D 
Springfield, Illinois: Charles ¢ 
Oxford: Blackwell Scientific 
tions Ltd., 1954. Pp 


Figures 17. Price 25s 


Irthritis and Rheumatism. By 
LeRoy STEINBERG, M.D., and f 
tributors. New York: Springs 
lishing Co Inc London 
Maxwell & Springer Ltd., 195 


ix and 326. Figures 124. Price 7 


of these 

introduction t 

the views expressex 
yn pathology may no ( general 

it the present time, ) chapter 
lating read he chapters de 

ll balanced 


nes recon 
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THE 


n those cases ‘where gold or phenylbutazone is 
contraindicated or where hormones have proved 
ineffective’. An optimistic attitude is essential in 
the handling of crippled patients, but the bald 
statement that ‘patients in the advanced stages 
no longer 


of ankylosis of the 


of rheumatoid who are 


able 


(hips) and severe pain, will be able to return to 


spondy litis, 


to work because joints 


employment after operation (vitalluum cup 


is certainly not 


this 


arthroplasty) and physiotherapy’ 
in accordance country 
Such 
of a book to which a general physician will turn 


his book 


make readily 


with experience in 


pronouncements detract from the value 


for expert guidance 

effort to 
information 
expanding subject, and 


faults of all 


constitutes a 
praiseworthy available 


up-to-date ibout a complex and 


suffers from 


efforts 


inevitably 
some of the such 
Neverth 
profit by all who are 


of the 


less, it will be read with interest and 


interested in the problems 
chronic rheumatic dise: 


ses 


Congenital Syphilis. By Davin NABARRO, 
M.D., F.R.c.P. London: Edward Arnold 
(Publishers) Ltd., 1954. Pp. xii and 47¢ 
Figures gs. Price sos 

\s medical officer in charge of the special clink 


for children at ‘Great Ormond Street’, from 


» its closing down in 10290. 


its Inception in 1917 t 
Dr. Nabarro had a ur 
success of penicillin in co 
unlikely to be ited 


1000 cases ol proved and possible 


ique and, looking to the 


ntrolling the disease 
experience comprising 
over con- 
genital syphilis and acquired syphilis in infancy 
and childhood. The fruits of this vast experience 


his 


workers in 


book which will be wel- 


ire preserved in 


comed by this field, not only for its 


but because it re 


ded amplification of the 


high intrinsic merits 


also 
presents a much-nee 
literature 


he 


children’s 


} 


bined 


his 


function 


author con charge of the 


clinic with his as hospital 


bacteriologist and therefore naturally expounds 


the pathological as well as the clinical features 


of his cases. Among the interesting and perhaps 


rather recondite subjects little noticed in the 


literature and now receiving full consideration 


ire, for example, paroxysmal haemoglobinuria, 


third-generation transmission, acquired syphilis 
in childhood i 


and familial susceptibility of in- 
dividual 


tissues to syphilitic invasion. Dr 


Nabarro was especially 


interested in, and throws 
relation 
to cardiovascular disease various 
This book the 


penicillin era, with a time when syphilis was rife 


and the incidence of congenital syphilis high: it 


new light on, the of congenital syphilis 


and to virus 


infections deals with pre- 


records in retrospect the struggle to achieve 


control over the disease compares present 


PRACTITIONER 


‘ 


with 


looks forward in 


practice past successes and failure 


prospect to the unfolding 
the penic llin-possessed future 


This book can be 


vene reologists, to postgraduate students, and 


strongly recommends 


all interested in child health 


Leukemia Research. Evitep sy G 
WOLSTENHOLME, 0.B.E., M.B., B 
MARGARET P. CAMERON, M.A., 
London: J. & A. Churchill Ltd. Pp 
Illustrations 56 

Tuts 


Price 30s 


volume reports the proceedings 


international conference on the present sta 


research in leuk#mia arranged by the 


Foundation in November 1953. The parti 


in the conference were representative of n 


the centres of leuka#mia research in Eure 
America. The aspects of leukaen 

covered are sufficiently varied to provid 
that is of interest to the clinician and the 
laboratory 


find 


pathologist, as well as to the experi 


The clinician himself u 


mentalist may 


sympathy with Israéls, who expresses his view 


on the shortcomings of animal researcl 


leukemia, but he cannot fail to be imy 


the evidence of the therapeutic corre 


tween mouse and human leukaemia, and 


enormous amount of work that ts being « 


leukemia in animals. Therapeutic measurt 


d by se 


» good insight ts giver 


against leukaemia are considere veral cor 
tributors, and 
search that is actively being pursued for new 
therapeutic preparations 


The 


where 


symposium ends on a ne of quer 


Although the 


»f 


do we go from here 


answer cannot be given with any degre« 


and 


idence to 


assurance, the results of 


dea\ our 
the belief that 


likely 


past present er 


justify 


sufficient ev 


has 


prov ide 


progress been made and 


to continue 


Deprived Children. By Hicpa Lewis, M.D., 
M.R.c.P. Oxford University Press; Lon 


don: Geoffrey 1954 
xvii and 163. Price 9s 


Tuts publication ts a 


Cumberlege, 
6d 
and 


and 


Pp 


clinical study 


social 
intended to 


1947 and 


conducted by a psychiatrist 
value of the work 
1950 of the experimental receptior 


Mersham. The 


sponsored by the 


assess the between 
centre 
centre, the first of 
Caldecott (¢ 
Nuffield 
the period 500 children in 
The first 
work of the 
histories of the 


omn 
supported by the Foundati 
need oO 
admitted five chapters dea 

family back 
childrer the 


thos« 


history and centre; 


ground and 


personality and behaviour patterns of 


admitted ; the significance of family and enviror 








ment as causal factor 
a follow-up study o 
the work 
considerable arm 
which bears testim«¢ 
and thoroughness ¢ 
entitled general 
human climax t 
the author 
child to m: 
ver possible 
onnexion 
hildren 

tl 


1¢ need i nad 


Mentior 


the policy 
which has 
the Caldec« 
criticisms 
centres the 


Me rsham 


receptio 


large 
frank admiss! 


rse t 


proporti 
probably w 
Ihe 


i selected 


children stu 


uresis 


draw! 


and 


lldren 
or TY 4 
Nlershan 
perplexity 
th 
It 


the 


an with the 
is probabl 


family 


individual 
Mer 


backer 


served the 
igainst a 


world at war, and 


against a backer 
post-war world 


The History of St 


F.R.C.S Londo 
(Medical Books 
. Plates 26. | 

of 


In 


DHE st 


to tame one cé 


Zachary Cope, 
surgical reputation 

many English institu 
When the 


first stu 


hardly any buildings 


Today, St. Mary’s 1 
and haphazard deve 


f the centre 


my to the 


Mary 


himself 


REVIEWS 


esults (based on 
by 


hese chapters contair 


s; and the 1 


f 240 children) secured 


’ ; ] 


yur oO tatistical materia 


exhaustive nature 


study. The last chapter 
provides i 


In it 


his parents wher 
discussed in this 

for deprived 
is drawn to 
extension ot 
f the success 
ods employed by 
ing with current 

g reception 

based on the 


1 
tusion 


that 


han none at a 
led at Mersham 


iptoms of 


repres 
anxiet 
y showed before 
ommon amor 
f widely differing 
The 


the 


rcumstances 
more with 


its severest torn 
social problen 
) study of 


the 


to reductior 


of which 


study of the 


must 
} 


Idren bort 


d child of today 


tless and uncertain 


Varv's Hospital Vedu al 
School. By Str ZACHARY Cop! 


M.D., M.S 
Heineman 


Pp. x and 


n William 
) Ltd 1Q54 
rice 255 

Hospi 


ury 15 


tal from obscurity 
told 


me of the pillars 


well by Su 
of its 
The like 
tions, in haphazard fashion 
there 


ind less than 50 patients 


hospital started, 


idents arrived were 
s the property of the Stats 


| 
iopment is presumably no 


Oo} BOOKS 


Will 


century oO 


plar ng pre 
f growth 

of the | 
st Hart, Wilhan 
ttle, Malcolr 


th Wrigt 


School rew out t ibours 


achers like rr 
Ernest Graham-! 


WwW x Almr 


Har e\ 
STEVENSON, M 

Johnsor 
Price 


,o0aDve 


Christopher 
Illustrate d 


15s 


bovhood 


the North 


Zz 
two wars 
to lary Z 
welfare wander 
America—and 
The Rock 


panorama 


the tale he 


eyrie on 
views the 
infectious 
and if 


listance lend 
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precise details, the story is all the better for it 
His somewhat acidulous pen lends a sharpness 
to the telling which on occasions can be most 
effective. This is a book of unashamed nostalgia 
The 
not find it to his taste, 
who shared his interests—whether in 


middle-class Englishman may 
but his fellow 


phlegmati 
Scots and 
all those 
his specialty, the Harley Street of the 1915-1939 
era, or the R.A.M.( will find this the 
bedside book 


ideal 


NEW 


and 


EDITIONS 
Nephritis, | Arthur M 


{ Baillie re 


ittributes of 


Hypertension 
Fishberg, M 
lindall & ¢ 
previous edit ) ’ been revised with 


thoroughness which characterizes all the 


Chis is one of the 


that 
yf 


bible of 


never-failing source of 


author’s work classics « 
contemporary medical literature: the 


the medical registrar 
information for the clinician, and the companion 
here are few 


teacher of medicine 


textbooks 


of every 
1 ' 
medical which are entitled to be 


described, as this one is, as equally essential for 


the clinician and the research worker. The list 


tl nd of each chapter is ex- 


of references at the « 


tensive and yet the book never degenerates into 
a mere string of abstracts. The author is always 
prepared to give his own opinion, and nine times 
out of ten it 1s r pinion which most ex- 
| endors« All aspects 

i 


y covered 


perienced clinici 


of hypertension 
By bringing revised edition, 
Dr. Fishberg has once ll 


agal placed il English- 


speaking clinicians in his debt 
The Principles and Practice of 
L. S. P 


second edition (1 : I 


Vedicine, 

Davidsor 

vingstone 

325 6d.) has ul ler or revision and enlarge- 
} 


ment, without, howe iny increase In price 


Sections have been added on infectious diseases, 
the psychoneuroses and disturbances in water 
ind electrolyte balance, and the section on 
tropical diseases has been expanded. Many more 
including five 


Based, like the 
the lecture notes of the 


illustrations have also been added 
coloured photographs of rashes 

first 
systematic course of lectures on medicine in the 
by the 


edition, on 


Edinburgh, and written 


staff of the 


University of 
members of the 


this 


department of 


medicine, new edition will undoubtedly 


maintain the popularity of the book: it is less 
than two vears since the first editior ippeared, 


and in the interim a reprint has also been sold 


out. The reason for its popularity is clear, and 
the student will not go far wrong with this book 
clinical 


Edin- 


by his side as a complement to his 


studies. It is interesting to note that in 
burgh, mepacrine has replaced ‘filix mas’ in the 


treatment of tapeworm infestatior 


PRACTITIONER 


in Dermatology. by W Noel 
Francis |! 


edition 


Recent Advances 
Goldsmith, M.1 ..C.P 
Hellier, 0.8... M.D., F.R.C.P., 
(J. & A. Churchill Ltd., 42s.) 
appearance 18 years ago the second edition of 


this book is to be 


and 
sec ond 


After its first 


greatly welcomed. There are 


few aspects of dermatology at ¢ }0t covered 


here is a full and comprehensive chapter on 


radiant energy, a review of the action of vitamur 
skin, on 


and on 


on the allergy, vascular diseases and 


viruses, the metabolic disorders. The 


chapter on the nervous and psychologk 


fluences is outstanding, a model of 
, 


unemotional thought on the subject 


prejudice or wishful thinking. Indeed 


of the authors are never obtrusive 


being a summary 
hey 


congratu 


more valuable by 


rather than paper 
marvell 
vast amount of must h 


this scholarly book 

Vayo Clinic Diet Manual, in its sex 

(W. B. Saunders Co. Ltd., 27s. 6d.), cons 
detailed 


dietary al 


250 pages of dietetic regimes 
basis ot the 


ywwances of the 


Research Council. There are subsectior 


for intul yperat 
1 $3 ou cedema 


th 


jeyunostor 


cardiac failure, suitable 


types of F es, tor sprue, 
urinary calculi, obesity, an: 


conditions. There are ructions f¢ 


diets in the investi disease 


hyperparathyroidism and hypoadrenal state 


Useful general dietetic tables are appended and 
foodstuffs 
cholesterol. A 1 fe 
mentioned, e.g. water 

kohlrabi, okra, pumpkin, 
potato, mango and 
Britain 
adapted for 


is the 


alkaline ash, hig 


odstuffs aré 


lists of with 
calcium, iron, 
melon, string beans 
rutabagas sweet 


which are not wu 


the food 


1 
Linn 
Otherwis« 

British 


absence of a 


common usc in 


tables could be dietaries 
One 


reference to gluten-free diets 


singular omission 


in the treatment of 


steatorrhcea and coeliac disease 


ASES 


INDEX AND BINDING 
17 Ju D 


The contents of the Jar 
symposium or Penicill 


at the end of the advertisement 


Notes and Preparations, see | 


Fifty Years Ago, sce page 743 
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ACETAZOLEAMIDE federte 


NEW SAFE GRAL DIURETIC 


DIAMOX Acetazoleamide is a new, potent, yet safe oral diuretic which represents an 
important step forward in the control of cardiac oedema. It is easily administered, and 
oedema fluid is eliminated with safety. It is a remarkably non-toxic inhibitor of 
carbonic anhydrase. DIAMOX has been intensively tested clinically, and studies have 
shown that many cases of cardiac oedema previously requiring mercurials have been 
maintained oedema-free on DIAMOX alone. It allows for steady rather than intermittent 
control and has the following special advantages in general practice : 

Not a mercurial or xanthine derivative 

A single dose induces profuse diuresis for 6—12 hours 

It is potent yet remarkably safe 

Suitable for regular use at home 

Permits undisturbed sleep at night 

Neither a gastro-intestinal nor renal irritant 

for the long-term treatment of cardiac oedema 

DOSAGE !-—i) tablets orally each PACKING: Scored 
morning or every other tablets of 250 mg. 
morning according to Bottles of 25 and 100. 


the patient's weight. Literature on request 
* Trade Mark 


LEDERLE LABORATORIES DIVISION 
( yanamid / toducts Lid 


FOR LEADERSHIP BUSH HOUSE, ALDWYCH, LONDON, W.C.2. TEMPLE BAR 5411 
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LOZENGES 


0.5 mg. -phenoxy-ethyl-dimethyl-dodecyl ammonium bromide 


Rapidly soothe and relieve 


SORE THROATS 


and 


MOUTH INFECTIONS 


Tubes of 20 Lozenge s 


egistered trade mark Reg 
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NOTES AND PREPARATIONS 


NEW 
brand 
which 
to be 


PREPARATIONS 


*Diamox’ acetazoleamide is an oral 


diuretic inhibits carbonic anhydrase. It 


is claimed effective in controlling the 


cedema of congestive heart failure and to be of 
value in the treatment of glaucoma’. It is ex- 
creted unchanged in the urine, and a single dose 
is said to induce profuse diuresis over a period 
of six to 
scored tablets in bottles 
Laboratories Division, Cyanarnid Products 


Ltd., Bush House, Aldwych, London, W.C.2.) 


twelve hours. Supplied as 250-mg 


of 25 and 100. (Lederle 


1 


*MonopDRAL’, (2-diethylaminoethyl-2-cyclo- 


pentyl-2-[2-thienyl] hydroxyacetate methobro- 


mide), ‘reduces gastric hypermotility§ and 


hypersecretion and relieves pain and spasm’; 
it is intended chiefly for the treatment of peptic 
cases of glaucoma, 
neck of 


disease . 


ulcer. It is contraindicated in 
pyloric obstruction, obstruction of the 
the bladder, and 
and mmended in 


enlargement. Issued in 


urinary severe heart 


caution is rec cases of pro 


caplets’ of 5 
(Bayer 


street, 


static mg 


10o and 100 Products 


House I der 


Surre\ 


in bottles of 
Ltd., Neville 


on-Thames, 


Kingston- 


iazid 


hydrazone) for the 


NUPASIL-213° is a Isor derivative (o- 


hydroxybenzal otinyl 


treatment of tuberculosis and ts said to be ‘about 


7° times less toxic than isoniazid’. It is at present 
100-mg 
(Smith 


clinical trial. Issued as 


undergoing 
tablets in containers of 500 


Ltd 


and 250-mg 
& Nephew Research 
Ware, Herts 


Hunsdon Labora- 


tories, 
> ’ 1 ] 
PayNocli.’ is ‘a palatable and non-irritant, all 


analgesic tablet which disintegrates 


the t ue, 


purpose 
chewing or 
Eac h 


acetyl] 


rapidly on making 


swallowing with water unnecessary’ 


tablet contains 1 grains (0.6 g.) of 


salicylic acid and 5 grains (0.3 2 
Available u I 18 


packs 


of amino-acetic 
tablets 
rolls of 12 


Park Royal, 


acid. and ir 
dispensing 
tablets. (¢ I 


London, N.W.1 


tyrothricin, 
0.1% hexyl- 


*“TYOTOCIN’ ear drops contain 0.05 


1.25% benzocaine, 5 antipyrin, 
% propylene glycol, 0.5% alcohol, 
hey are intended for 
and infec- 
tions of adjunct to 
systemic treatment, for the relief of pain and 
otitis media when the ear 
drum is 15-ml. bottles 
with dropper assembly. (Sharp & Dohme Ltd., 
Hoddesdon, He rts.) , 


resorcinol, 50 
and glycerin to 100 


the treatment of ‘bacterial mycotic 


also, as an 


the ear and 
congestion in acutc¢ 


intact’. Supplied in 


VALLEsTRIL” brand methallenestril is said to 


have a ‘high cestrogenic activity and a low in- 
cidence of untoward actions’, and to be of valuc 
in the treatment of the menopausal syndrome, 
lactation, postmenopausal 
carcinoma. Avail 
uncoated, scored tablets, in 
1000. (G. D. Searle & Co 


London, W.1.) 


the suppression of 


osteoporosis, and prostatic 
able as 3-mg., 
100 and 


Manchester Street, 


bottles of 


Ltd., 17 


NOTES 
that 


PHARMACEUTICAL 


Bayer Propucts Lrp their 


Medical Information Department has now been 


announce 


transferred to the Company’s new administra- 
Neville Eden 


Kingston-on-Thames (Tel 


tive headquarters at House, 


street, surrey 
opeyey a ) 
; 


Kingston 


~~ 
& Co 


compound as a 


announce the 


BurrouGHS WE 


introduction of 


COME 

lergine’ com 
brand tricyclamol 
October 


100 


product to ‘lergine’ 
(see The Practitioner, 
Available in 


ning 50 


panion 
chloride 1954, 

500 
tricyclamol 


bottles of and 


Pp. §13) 


tablets each cont mg. of 


chloride and 16 mg. of phenobarbitone. (183-193 


Euston Road, London, N.W.1.) 


James Lip. announce the intro 


Mentey & 


duction of ‘sustained release 


the first 


pansule * brand 


capsules. Phenobarbitone 1s prepar- 


ible in this form, and a single capsule 


said to ensure continuous sedation over a 


period time without excessive 


nged 


vsiness the resurgence of symptoms of 


rervousness or irritation 


Phenobarbitone 


‘spansule’ capsules, grains 1 or 14 (60 mg. or 


available in containers of 30 


Lane, L S.E.s5.) 


mg.), ire 


apsules. (Coldharbour yndon 


PHARMACEUTICAL SPECIALITIES (May & BAKER) 
LTp 

brand 
which is intended for adult patients to whom 
the administration of the product in tablet form 
Available in 


(Dagenham, 


announce the introduction of ‘largactil’ 


chlorpromazine hydrochloride syrup, 


is impracticable or undesirable 
bottles of 4 and 40 fluid ounces 
Essex.) 

intro- 


Riker LABporaToRiIes LTp. announce the 


‘merbentyl’ each 5 ml. of 


Also 


pheno- 


duction of 
which contain 10 


syrup, 


mg. of ‘merfbentyl’ 


available as ‘merbentyl’ syrup with 


barbitone, each 5 ml. of which contains, in 
addition, 15 mg. of phenobarbitone. Supplied 
in bottles of 4 20 fluid (Morley 


Street, Loughborough.) 


and ounces. 





THE 


LIMITED addition to 


their ‘spoonfoods’ range of strained and homo- 


‘TRUFOOD announce an 


This is ‘a puree of cherries 
to 6 


genized baby foods 
with semolina’, suitable for children of 5 
months old. (Trufood Limited 
London, E.1.) 


Greenbank, 


WARNER 


preparation 


WILLIAM R 
that 


& Co. I 
peritrate’ 1s 


TD. announce 


also 


their 
available with phenobarbitone, 


now 
each tablet con- 
taining 10 mg. of pentaerythritol tetranitrate and 
15 mg. of Road, 
London, W -4.) 


phenobarbitone. (Power 


CONGRESS OF OBSTETRICS AND 
GYNECOLOGY 

14th British Congress of Obstetrics and 

to all 

tak 


THE 
Gynecology, open 
practitioners, will 
July 27-30, 1955 
The Secretaries 
yf Obstetrics and Gy 
Infirmary, Oxford. 


medical 
Oxford 
Full details can be 
British 
The 


registere d 
place in on 
obtained 
from Congress 


Radcliffe 


14th 


nzxcology, 


INTERNATIONAL DIABETES 
FEDERATION 
Tue Federation is prepared to provide financial 
help to two young British medical scientists, 
under 30 years of age, who wish to attend the 
International Diabetes 
which is to be held in Cambridge on 
Applications 
December 31, 


Federation Congress 


July 4-8, 


1955 should be made before 
1954, to the British Diabetic 
152 Harley London, W.1, 


further information can also be 


Associati nm, 
from 
obtained, 


Street 

which 

THE TREACHER COLLINS 
ESSAY 


next award of this Prize of 


PRIZI 
Tue subject for the 
£100, which is 

titioners of 


to qualified medical prac 
Diseases of the 
Ihe 
December 


it ™ 


any ionality, is 


lacrimal apparatus and their treatment’ 


closing date for sendir gin ¢€ 


ssavs 1s 


31, 1956. Essays should be submitt« 


Honorary 
of the I 
Fields, 


particulars can be 


secretary 


nited 


Ophthalmolog Society 


Inn 


further 


Kingdom, 45 Lincoln's 


W.C.2, 


obtained 


London, from whom 


FILM 


colour 


NEWS 

Gait (16 mm., running 34 minutes 
illustrates the parts played in walking b 
and the the 
system, and a study is made of the defccts cf 
gait which follow lesions of musc'e or at different 
levels of the Produced 
Imperial Chemical Industries Ltd., in 
tion the National Hospital for 
Obtainabl the Film 
I. Ltd., Imperial Chemical House, 
SW 1 


time 
muscles 
various 


components of nervous 


nervous system by 
conjunc- 
Nervous 


ry, 


bank, 


with 
Diseases 
1.¢ 


T_ondon 


trom 
Mil 


PRACTITIONER 


4 NEW JOURNAL 
A NEW quarterly journal devoted exclusively to 
The British Journal of Haematology, 


its 


hematology, 


is to make first ap next month. It 
published quarterly 
annual subscription of sos. (Blackwell Scientific 


2s Broad Street, 


pearance 
will be thereafter at an 


Publications Oxford.) 


ADVISER ON GENERAI 
PRACTICI 


rHERLAND 


MEDICAI 


Dr 


has 


WILLIAM St 


been in 


MACDONALD 


general practice n 


who 
Leeds since 
1925, has been appointed to the staff of the 
Ministry of Health as Adviser on 
Medical Practic« He will take 
ment in the New Year Dr 


the Department on 


General 
up his 
Macdonald will 


this 


appoint- 


advise 


field 


problems in 
questions of organizatior ur 


the 


practice 


including 


management, and relatior 


genera with 


He ilth 


integration of 


branches of the Service 


RHEU MATIC 
Nuffield Foundatior 
ing grants for research in rheumatism: £70,000 
to the Manchester to the 
work of under Professor 
J.H 


at the 


RESEARCH 


‘THE has made the follow 


University of extend 


the 


Kellgren; { 


rheumatic unit 
to the rheumatic unit 
Northern General Hospital, Edinburgh 
to provide a new building assist the work 

the unit under the directorship of Dr. J. J 
Duthie; {8000 to provide a 
at the Sheffield centre 


of rhe 


65,000 


na 
ana 


research fellow 


for the u 


diseases 


vestigatior 


treatment umatic £6000 for 


rheumati 


Mandevill 


ologist at the 


Stoke 


experimental _patt 
diseases 


Hospita 


research centre it 


INFLUENZA VACCINE TRIALS 
\ FURTHER trial of | 


16,000 volunteers, ts to be 


influenza vaccine, involving 
instituted this month 


Re search 


Four 


by the Medical 
Ministry of Healt 


all pre duced in 


Council ar 
vaccines 
this country 


vaccines and one virus B vaccine 


j 


that the rus Vi o be used 


ire superior trials 


Ihe 


previous 
virus By 1 3 | F use 1 as a control 
GENERAL PRAC 
ACCORDING to the 
Hitch group hospita 
for the 


TITIONER HOSPITALS 
the Luton & 


management 


report of 
com 
mittec two years ending March 1954, the 
number of general practitioners who hold hous¢« 
appointments with the committee is 47 out of a 


There 


which are 


small 
staffed 


by general practitioners, together with a number 


total of 127 in the area are three 


general hospitals in the area 


of visiting consultants. Two of these hospitals 


have 30 beds each, and the third has 34. During 


CONTINUED ON PAGE 740 
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Penicillin 


to meet the needs of 





General Practice 


by mouth 
Permapen 
tablets 


STABLE—TASTELESS—ECONOMICAL 


for children and the elderly 
Permapen 


oral suspension 
PLEASANT TO TAKE READY PREPARED 


by injection 
Permapen 
Plus 


FOR RAPID, PERSISTENT AND SUSTAINED ACTION 


CED WV, elds La get G roduces I Wnlsbrolece 


Full literature is available and will be supplied on request 
PFIZER LTD + FOLKESTONE + KENT «tel: Folkestone 511771 
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the two years covered by the report the number 
of inpatient discharges in these three hospitals 
number of new outpatients 


was 3,227, and the 


was 6,097 


FOR DISTRESSED GENTLEFOLK 

Distressed Gentlefolk’s Aid 

£,110,000 in 
Association 


IN 1953-54 the 
Association disbursed practically 

cash and kind. The objects of the 
are ‘to alleviate need and distress among gentle- 
folk of both sexes of British or Irish nationality 
irrespective ot religious denomination or 
political creed and to establish, provide, and 
homes for gentlefolk in need or dis- 
and four 


inmates, 


maintain 
two residential homes 
nursing looks after 132 


eleven of whom are over 90 years of age. The 


tress’. In its 
homes it 
maintaining a patient in the nursing 
homes is now a little over £7 1os. a week. In 
addition, the Association spent £18,000 in pro- 


to close 


cost of 


viding annual grants to 330 pensioners 
the gap between bare subsistence-levels and that 
little extra which enables them to carry on in 
overcome some sudden 


their homes, t 


adversity, or to 


own 


meet an urgent need which 


weekly budget’ 


S.W.5.) 


be covered by their 


Place, 


cannot 
(10 Knaresborough London, 
AIR-LIFT 
tuberculous 
Scotland to 
flown 


A SCOTTISH 


DuriInG the last four years, 824 


patients have been flown from 
Switzerland, 
again. Details of this interesting air-lift are given 
by A. S. R. Peffers in the current issue of the 
Health Bulletin of the Department of Health for 
Scotland (1954, 12, 59). This was part of the 
help to 


beds in 


and 536 have been home 


overcome the 
this 


scheme whereby, to 


shortage of sanatoria country, 
arrangements were made for a certain number of 
tuberculosis to be 
treated in The 


adults only who had received little or no pre- 


patients with pulmonary 


Swiss sanatoria. patients were 
vious treatment and were suffering from pul- 
monary tuberculosis of moderate severity. The 
type of aircraft used Argonaut which, 
flying at an altitude of 15,000 to 16,000 feet, 


was an 


was pressurized to give a cabin altitude of 
5000 feet, which is the altitude of most sanatoria 
in Switzerland. The crew were volunteers, and 
had their chests x-rayed before the first flight 
and at six-monthly intervals thereafter. To re- 
duce the risk of infection, all superfluous fittings 
such as headrest covers were dispensed with, 
and all food 


including cutlery, were made of cardboard or 


containers and feeding utensils, 


cheap plastic, and destroyed at the end of each 


-0 


flight. ‘The aircraft was sprayed with a 5% 
solution of formalin at the end of each flight, and 
then kept hermetically sealed for thirty minutes 
to ensure adequate disinfection. 


PRACTITIONER 


No medical problem of serious significance 
The 


, (com- 


was encountered during any of the flights 
incidence of air-sickness was 3°% to 4 
pared with 0.6%, the estimated 
world-wide commercial air travel) 
attributed to 

that the 


figure tor 
This 


various 


rela- 
tively high incidence is 
factors including the fact passengers 
were patients and not healthy individuals and 
that they 
vision the 
inexperienced travellers 


careful medical 
Further, 
One 
flight each patient was given hyoscine 


bromide, 1/100 grain (0.6 mg.), as a prophylactic, 


were under super- 


whole way they were all 


hour before the 


hydro- 


A SURGEON LOOKS AT 
BULLFIGHTING 


‘BULLFIGHTING fewer casualties than 
Rugby. Compared with Rugby and the 
domestication of 


and far 


causes 


dan 


than the everyday 


animals it is the least 


gerous, less crue 


] 
| 
tortures inflicted on animals such as castration, 


branding, cropping of ears and tails, starving 


and overcrowding in trucks’. These are among 


the conclusions of Willem P. Steenkamp, Jun., 
surgical aspect of 
1954, 28, 777) 


arenas is a_ well-equipped 


in a detailed report on the 
bullfighting’ (S. Afr. med. 7., 
Attached to all é 
operating theatre, and this is held in full pre 
paration tor any major surgical operation from 
the moment the fight starts. Dr. Francisco 
Millet, who is surgeon to the 


major operations during the 


Barce iona arena, 
has performed 20 
consisted of: one case of 


perforated thorax, four cases of runtured femoral 


last four years. Th se 
vein, and 15 cases of ruptured long saphenous 
His father, who was 


vein; all recovered urgeo! 
Ss twenty- 


to this arena before him, saw during | 
cases of perforated 


five office 
abdominal wall, two cases of perforated bowel, 


years ot nine 


and one case of instantaneous death, in which 


] 
al 


the bull’s horns had perforated the abd 


wall, the diaphragm and the heart 


PUBLICATIONS 
Donald | 


can be no question that 


Sports Injuries Manual, by Feather- 
There 


what he is 


stone, M.C.S.P. 
the auther knows 
Without 


knowledge and commonsense 


talking about 


purposely doing so he displays 
that can only be 
the result of experience and enthusiasm. It is 
not easy to appreciate the reason for the catalogue 
of anatomy at the beginning of the book. With 
this exception it seems that the subject matter 
is excellent and with correct and suitable 
emphasis on the human aspect of the athlete’s 
injuries. It is attractively written and contains 
sufficient pictures to maintain interest. (Nicholas 


Kaye Ltd., price 18s.) 


CONTINUED ON PAGE 742 
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here’s why your 


patient gets 


EARLIER BLOOD LEVELS from 


filmtab * Erythrocin 


stearate 


@ Disintegrates faster than enteric coating 
@ High blood concentrations within 2 hours 


New Filmtab ERYTHROCIN is 

less likely to alter normal 

intestinal flora than most other 

widely-used antibiotics. Prescribe 3.20 p.m. 
Filmtab ERYTHROCIN for all alls 
susceptible coccic infections 

even when the organism is 

resistant to other antibiotics 

Botties of 25. 100 (100 mg. and 

200 mg.) 


Prescribe E RYT H R Oc | N Stearate 


(ERYTHROMYCIN STEARATE, ABBOTT 


Olfrott ABBOTT LABORATORIES LTD. PERIVALE- GREENFORD MIDDLESEX 
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Childless Marriage, by Dugald Baird, M.p., Vedical Books is the winter catalogue of E. & 

F.R.C.0.G., and J. F. B. Wyper, M.B., M.R.C.O.G., S. Livingstone Ltd., from whom copies can be 

is the latest in the series of Family Doctor obtained on request. (16-17 Teviot Place, 

pamphlets. It is intended primarily for the Edinburgh, 1 

patient and should prove of great value to the 

practitioner in advising the childless couples 
Uniforms and Industrial Clothing Catalogue is 


who come to him for advice. (Family Doctor, 
much more than a catalogue. It contains a 


B.M.A. House, Tavistock Square, London, 
W.C.1, price 13.) wealth of information concerning protective 
. ce s 
clothing and uniforms of all types and descrip 


Lehrbuch der Gyndkologie, by Professor Hein tions—from those provided for the last Everest 
aii le ade , tROLOL le ssi te 


rich Martius, third edition.—The textbooks 
by Professor Martius form a_ co-ordinated 


expedition to uniforms for chauffeurs and re 
ceptionists It should prove of special interest 
ose : to all industrial medical officers. (United Trade 
series. Thus, this present volume contains . 

, Press Ltd., Boswell House, 9 Gough Square 
neither sections on introductory physiology nor FI , ' 

eet Street ondon ( ri 10s.) 
operative details, which must be sought in the ? , —— 
author’s other works. The scope of this text- 
book is therefore clinical diagnostic and thera 
OFFICIAL NOTICH 

peutic gynecology with straightforward patho 
logical sections. There are very good chapters dureomycin and Terramycin.—The Ministry of 
on gynecological urology and orthopedics Health has asked that general practitioners 
Within its limits the volume is an excellent should be careful when prescribing aureomycin 
German textbook and it 1 
and illustrated. Many of the illustrations are i or tablets to be supplied. Many examples have 
DM 49.80.) already been reported of prescriptions for 


aureomycin capsules and terramycin tablet 


beautiiully produced and terramycin to state the strength of capsule 


colour. (Georg Thieme, Pric« 


Winter Dieting is a concise and eminently prac which do not contain this essential informatior 
tical guide to the planning and preparation of a Practitioners will appreciate that pharmacists 
reducing diet which is not only effective for the cannot accept such prescriptions; there 


purpose, but also commendably attractive to consequently, often delay and inconvenience to 


the palate. (Energen Foods Co. Ltd., Willesden the patient while the prescription is referred 


London, N.W.10.) back to the doctor for completion 
THE PRACTITIONER: 50 Years Ago. See page 743 


HEWLIX 


Brand Trade Mark 


VITAMIN ELIXIR 











A balanced tonic combining Vitamins A and D with the Glycerophosphates 
of Calcium, Sodium and Potassium together with scale-iron and trace metals 
in a pleasantly flavoured Glucose Syrup. Suitable for children and adults. 


Indicated in convalescence and debilitated conditions 
CONVENIENT PACKINGS - - 4 fl. oz. and 8 fl. oz. 
FOR DISPENSING - - 20 fl. oz. and 90 fl. oz. 


C.J. HEWLETT & SON LTD. 
MANUFACTURING CHEMISTS 


KING GEORGE'S AVENUE, WATFORD, HERTS. 
and at 216, ORR STREET, GLASGOW, S.E. 
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Assisting THE MOVEMEN 


Wigeth | ‘PETROLAGAR’ | 
i \farh 


S 


© THIN END > 
OF THE WEDG » 
FOR FLAT FEET! / 


. 


The largest single cause of foot is practically indistinguishable in 

trouble in childhood—pronation wear from any of the first-class 
could easily become the least. shoes made for normal young 

*‘Inneraze” shoes provide the feet by Start-rite. 

complete answer: they apply the 

wedge principle at its most sensible, 

built into the shoe itself. This, JNNERAZE Shoes by 

together with the buttressed heel, . 

gives a corrective support that lasts 


the life of the shoe, unaffected by a 
wear or repair. And because the / ‘N 
wedge cannot be seen ‘ Inneraze { \" = ) 
\ } 
For illustrated leaflet and the names and —_ . -_ 
| ee <<< 4 


addresses of suppliers, please write to 

Managing Director, James Southall & 

Co., Lid., 34 St. George Street, R , , p . 

Hanover Square, London. W.1 Supplied only against medical prescription 
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New sublingual/sublabial tablets 


SUBLINGS 


for the administration e* 
Methyltestosterone or DOCA 


In Sublings the active principles are incorporated In an 
inert water-soluble, wax base which ensures that the tablets 
are readily dissolved and the hormone totally absorbed. 
Their smoothness of texture eliminates oral soreness and 


their agreeable flavour encourages retention in the mouth. 


@ COMPLETE HORMONE ABSORPTION 
@ IDEAL SURFACE AREA 
@ ECONOMICAL 
@ PLEASANT 





SUBLINGS SUBLINGS 


METHYLTESTOSTERONE DEOXYCORTONE ACETATE (DOCA 


Tablets containing 5, 10 or 25 mg. methyl- Tablets containing | img. deoxycortone 
testosterone ; supplied in bottles of acetate ; supplied in bottles of 25, 100, 
25, 100, 250, 500 and 1,000. 250, 500 and 1000 





Literature on request 


ORGANON LABORATORIES LTD 


BRETTENHAM HOUSE, LANCASTER PLACE WwW .c.iz2 
Tel. : TEMple Bar 6785-6-7, 0251-2 Grams : Menformon, Rand, London 
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fifty Dears Ago 


Let ancient times delight other folk; I rejoice that I was not bo 


now; this age suits my nature’ 


DECEMBER 


In 1889, M. Sanger and V. Pfeifer reported 


independently a form of malignant disease of 
characters of which 
that 


ix years 


the uterus, the microscopic 


resembled dex 


so. strongly idual tissue 
Pfeifer called it dectduoma malignum 
later John Whitridge W ums of Johns Hopkins 
Hospital tion to the condition in 
the American _literatur: When Cuthbert 
Lockver, M.D., M.R.C.P F.R.C.S.. Senior 
Out-Patient Physiciar Sama Hospital ; 
Gynecologist, St. Mary’s Hospital for Women 
and Children, Plaistow, published his paper ‘On 
Malignum 

with 


drew atten 


Chorio-Epithelioma (Deciduoma 
With t 


lutein-cysts 


special reference » ItS association 


and lutein-reaction, 1n- 


exce 
cluding an account of a case of this disease’ in 


the December 1904 issue of The Practitioner, 
subject had assumed such 
collected 188 
’ of which he has been 
Paul 


Tumeurs du 


on the 
that 


well-authenticated cases 


the literature 


proportions Teacher has 


able to obtain the principal details, and 


Briquel in his work titled 
Placenta et Tumeurs I 


icentaires (Placentomes 


published last year, gives details in 


himself saw 


malins)”’, 
cases’ He 
Bland-Sutton in his 
Tumours Innocent and Malignant’ pays 


tabular form of 254 


eleven cases in six years 
book 
tribute to I 


the relation betweer 


ockyer’s ‘painstaking inquiry’ into 


utein cysts and chorion- 
epithelioma 

Hastings Gilford, F.R.C.S., and K. L. Hart 
Potato”’ Tumours of the Neck 


Origin as Endotheliomata of the 


Davis discuss 
and their 
Carotid Body’, of which they report three cases. 
1888 by 
who from its form and its 
in the habit of calling 
tumour’. Herbert 
Medical Registrar, 
Some Points about 
Infective 


This condition was first described in 
Jonathan Hutchinson, 
hard nodosities had beer 
it the 

French, 


submastoid potato 
M.D., M.R.C.P., 
Guy’s Hospital, deals with 
the Temperature and Course of 
Endocarditis’. 

In ‘Notes on (Chondro- 
dystrophia Feetalis)’ Harold Balme, M.R.C.S., 
L.R.C.P., Resident Medical Officer, London 
Medical Mission, and Archibald D. Reid, 
M.R.C.S., L.R.C.P., Radiographer to King’s 
College Hospital, recall that the term ‘achondro- 
plasia’ was first suggested in 1878 by J. M. J. 
Parrot in a communication to the Anthropo- 


logical Society of Paris, but that ‘for some years 


Achondroplasia 


Ovid irs 


Bk iii, | 


Amatoria, 
1904 


before the publ 
the condition wad been 1 


cs had been re 


observers, and 


' 
t 
this L ry in n the Continent 


both in 
Most of 
congenital 
rickets—and h 
title’. As far b 


Soemmer»:’ring 


these beer regarded 


form of rick the so-call 


Samuel Thomas v. Soemmerring 
(1755-1830) 


exhibited certain peculiar features for which he 
could not account, and which were undoubtedly 
due to achondroplasia’. 


Von Soemmerring (1755-1830), the bicenten- 
ary of whose birth occurs on January 25, 1955, 
was the son of a Dutch physician in Thorn 
and surgery 


Frankfort-on- 


Successively professor of anatomy 
at Kassel, Mainz, Munich, and 

the-Main, he is one of the most versatile figures 
A skilled artist and 


treatise on 


in the annals of medicine 


author of a monumental anatomy 
(1791-6), 


wrote on hernia, the anthropology of the negro, 


he described the macula lutea and 
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and the injurious effects of corsets. His classifica- 
tion of the 
Willis. He 
inventors of the electric telegraph 

J. D. Rolleston, 
Observations on Diphtheritic Paralysis’, 
that the only drug which he has found to be of 
cardiac 


cranial nerves superseded that of 
is also said to have been one of the 
‘Clinical 
reports 


concluding his 


any avail in paralysis is adrenaline 
chloride 


employment lies in its prophylactic 


“The secret I consider of its successful 
administra- 


tion and progressive increase of dosage’. Dis 


cussing antitoxin treatment of diphtheritic 


paralysis, recommended by Marfan and Comby, 


1e states: “The disagreeable, sometimes alarm 
I tat The d bl t ] 


ing, results within an hour of injection 


have not encouraged me to resort to serum at a 


later stage of the disease. Speaking a priori, | 


should say that the untoward symptoms alluded 


to, supervening on the already precarious con- 


dition of pharyngeal or diaphragmatic palsy, 


would do much to endanger the life of the 


patient’. Commenting on this statement, th 


Editor, 


procedure is not yet quite proved, suggests that 


though admitting that the value of this 


it is ‘very desirable to have further evidence 


moderate doses of 


risks, 


hoped that other observers will record their 


upon this point, and since 


serum are practically free from is to be 
results with this treatment, so that a defini*« 
opinion may be formed upon the matter’ 

J. J M.B., F.R.C.P., 
Physician to St. Thomas’s and the 
Hospitals, ‘Recent 


Perkins, Assistant 
Brompton 
Work on the 


reviewing 


‘ST. ANDREWS HOSPITAL, 


MENTAL 
EARI 
rENNENT 
his Registered Hospital is sit 1 in 130 acres of 


pient me lisorde x who wish to 7 


FOR NERVOUS 
President—THut 


Medical Superintend THOMAS 


} 


suffering from incif 


patients, 


and certified patien oth sexes are 


logical and path | ur i 
in one of the numer $ Villas in oun of the 


AND 


PRACTITIONER 


Diseases of the Respiratory Tract’, gives the 
asthmatic 
kept 


with 


curious case-history cf a man whose 
attacks First he 


pigeons 


were caused by birds 


and ‘was troubled off and on 


Next he 


many as twenty, 


asthma’. kept canaries, sometimes as 


and ‘suffered so severely from 


asthma that he was advised to leave England 


Getting rid of his belongings to start (including 
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Report of the First Council 
I.PROGRESS DURING THE PAST YEAR 


The First Annual General Meeting 


On the morning of November 14, 1953-—-the day of the first Annuay 
General Meeting of the College—a telegram of loyal greeting and humble 
duty was sent from the College to Her Majesty the Queen. In the afternoon, 
a few minutes before the meeting began, the following reply was received 
from Sandringham, “The Queen sincerely thanks the Foundation Council 
and members of the new College of General Practitioners for their loyal 
greetings, which Her Majesty much appreciates’. 

When Dr. William Pickles was installed as the First President of the 
College he described this first Annual General Meeting as ‘a solemn and 
historic occasion’. There can have been few in the Great Hall at B.M.A. 
House that afternoon who did not agree with him. The hall was full; more 
than four hundred members and associates were present. 


Among many telegrams of welcome, congratulations came from Faculties 
of the College in Australia and New Zealand, from the American Academy 
of General Practice, and from the organizing committee of the College of 
General Practice of Canada. His Excellency Monsieur Basile Mostras, the 
Greek Ambassador, presented the President with a gavel made from an 


ancient plane tree on the Island of Cos. By a generous vote of confidence 


the Foundation Council was re-elected as the First Council of the College 


The First Annual Report 


After the first annual report of the College had been published in 
The Practitioner, in December 1953°*, a number of encouraging letters were 
received. The following are extracts from six of them: 


The Minister of Health (Mr. lain Macleod). ‘I have studied the Report with great 
interest, and I congratulate the founders of the College on the achievements 
recorded there’ 

Sir James Spence (Professor of Child Health, University of Durham). ‘I am 
deeply impressed by the sincerity with which you are all approaching the problem of 
adding purpose and intellectual zest to the life of family practitioners’ 

Professor 7. M. Mackintosh (Professor of Public Health, University of London) 
‘I now feel quite convinced that, in spite of the inevitable ups and downs, you are 
going to create a College of great repute; within a generation people will wonder 
why it was not created a hundred years ago’. 

Sir Robert Young (Consulting Physician, London). ‘From the general support the 
College has received, it is clear that it is recognized as a real necessity, and that it 
has come to stay’. 

Dr. Geoffrey Bourne (Consulting Physician, London). ‘I am glad that this step 
has been taken, for it can bring nothing but benefit te the general practice of 
Medicine’ 

Sir Robert McCarrison (Director of Postgraduate Medical Studies, Oxford). ‘Let 
me express my pleasure in seeing the College so successfully launched on a career 
which cannot fail to be one of ever-increasing usefulness’ 
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The Report of the Central Health Services Council of the Ministry of 
Health on ‘General Practice within the National Health Service’, which in- 
cluded amongst its signatories the Presidents of the Royal College of 
Physicians and the Royal College of Surgeons and the Chairman of the 
Council of the British Medical Association, said: 


‘It is perhaps particularly in connexion with this question of prestige, 
that the foundation of the College of General Practitioners, in November 


1952, was such an important event’*” 


Membership 
By the end of September 1954, the total membership of the College was 
2,967 (2,539 Members and 428 Associates) of whom 345 were from 
overseas (Australia 126, New Zealand 49, Malaya 16, Eire 71, other 
countries 83). Faculty Registers are being maintained by the honorary 


secretaries of faculties, from whom copies can be obtained on request 


Regional Faculties 
1954 has seen the foundation of the last twelve Regional Faculties in the 
British Isles, making twenty-two in all. Overseas three more were founded, 
making five in all. These faculties and their work are described in detail 
in the report of the Faculty Organization Committee (page 23), and in the 
reports of the Council’s other committees. A constitution for faculties has 


been drawn up (Bye-Laws 10-18) 


Relations with Other Bodies 

Throughout the year most happy relations have been maintained with 
the Soctety of Apothecaries which has been as helpful and generous as ever. 

At the Annual General Meeting of the British Medical Association in 
Glasgow in July, the President, Sir John McNee, in his Presidential Address, 
made some pleasing references to the College and its work’. Several matters 
have been discussed by the liaison committee of the General Medical 
Services Committee of the B.M.A. and the College. A representative of 
the College (Dr. H. L. Glyn Hughes) has been elected to the Board of the 
Empire Medical Advisory Bureau of the B.M.A. Every department of the 
B.M.A. with which the College has come into contact has been most 
helpful and encouraging. 

With the British Medical Students’ Association a close liaison is being de- 
veloped"; and the Council of the College passed a resolution on December 
16, 1953, to help this Association in every possible way The President of 
the College delivered a lecture on July 21 at the Clinical Conference of the 
International Federation of Medical Students’ Associations. A donation 


was sent towards the expenses of this conference. Lectures on general 


practice will be given each year, by members of the College, in training 


centres where there are branches of the Association. 
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The Medical Research Council is being informed of all the College’s re- 
search activities. Meetings have already taken place with representatives of 
the M.R.C. and its Clinical Research Board. 


Close contact is being kept with the Ministry of Health, the Registrar 
General, the Deans of many Medical Schools, the Director of the British 
Postgraduate Medical Federation of the University of London, the Postgraduate 
Deans and Directors of many other Universities, the Society of Medical 
Ojjicers af Health, the World Health Organization, the District Nurses’ 
Association (with Dr. G. O. Barber representing the College on its Central 
Council), the Chartered Society of Physiotherapists, and the Scientific Film 
Association (with a representative of the College on its panel of observers) 
The Council has agreed to house the Osler Club Library. Cordial relations 
are being developed with the new College of General Practice of Canada, 

the American Academy 
of Ge neral Practice, the 
General Practitioners’ 
Society of New Zea- 
land, and the General 
Practitioners’ Group of 
the Medical Association 
of South Africa. 


The Council wishes 
to thank the editurs of 
the medical journals not 
only in this country 
but also in Eire, 
Canada, Australia and 
New Zealand, for help- 
ing the College and its 
work in so many 


wavs! ? 14, 23-30, 32—42 


Committees of 
Council 
The work of the 
Undergraduate Educa- 
William Norman Pickles tion Committee, the 


M.D., M.R.C.P.(London), L.M.S.S.A., Hon.D.Sc.(Leeds) Postgraduate Education 
First Pr dent of the ¢ 


From a portrait y Christopher inde 4 preser it the 


Committee, the Research 
Committee, the Faculty 
Organization Com- 
mittee, the Criteria for Membership Committee and the Finance and General 
Purposes Committee, in 1954, and the names of their officers and members, 
will be found in the following pages of this report. 
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OXFORD MEDICAL PUBLICATIONS 


APPLIED PHYSIOLOGY 
by SAMSON WRIGHT, M.D., F.R.C.P. 
With the collaboration of 


M. Maizecs, M.D., F.R.C.P., and J. B. Jepson, M.A., B.Sc., 
D.Phil., A.RA.C. 


* Has always been held in affectionate regard because it is readable and interest- 
ing, and the diagrams and figures are clear and simple.’ 

POSTGRADUATE MEDICAL JOURNAI 
‘Postgraduate students and general practitioners will find it invaluable in 


systematizing their knowledge and bringing it up to date.” 
THe MepDIcaL Press 


NINTH EDITION 1206 pages 688 illustrations 4 coloured plates 50s. net 
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includes amongst other established volumes, the following 
books specially written with the needs of the general 
medical practitioner in mind: 


Skottowe: Ogilvie & Thomson (Editors): 
CLINICAL PSYCHIATRY PAIN AND ITS 
36s. net ( postage 1/6d. PROBLEMS 


a on . . 16s. net (postage 6d 
Moncrieff & Thomson (Editors) : sie ; 


CHILD HEALTH PRACTICAL 
218. net (postage 9d. PROCEDURES 


Greene: 258. net (postage 9d 


THE PRACTICE OF EARLY RECOGNITION 
ENDOCRINOLOGY OF DISEASE 


638. net (postage 1/9d. 128, 6d. net (postage 6d 
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— Henry Kimpton’s Publications 


New (4th) Edition Just Ready 
DISEASES AFFECTING THE VULVA 
By ELIZABETH HUNT, B.A., M.D., Ch.B. (Liverpool) 
Fourth Edition, revised and enlarged 
6in. by 9 in. 236 pages 47 Illustrations and 17 Coloured Plates Cloth Price 31s. 6d. net (Postage 9d.) 





New (4th) Edition just Ready 
A MANUAL OF OTOLOGY, RHINOLOGY & LARYNGOLOGY 
By H. C. BALLENGER and J. J. BALLENGER 


Fourth Edition, revised and enlarged 
365 Pages 136 Illustrations and 3 Coloured Plates Cloth Price 45s. net 





Ready this Montt 
BABCOCK’S PRINCIPLES AND PRACTICE OF SURGERY 
ted by KARL C. JONAS, B.S.. M.D., MS. (Surg.), F.A.C.S., FCS 
1,543 pages 1,006 Illustrations and 10 Coloured Plates Cloth Price €6 15s. ne 





Just Ready 
PHARMACOLOGY AND THERAPEUTICS 
A Textbook for Students and Practitioners of Medicine 
By ARTHUR GROLLMAN, PhD, ™D 
Second Edition, revised and enlarged 
n. by 94 ir 866 Pages 127 Illustrations Cloth 





New (3rd) Edition 
PRACTICE OF ALLERGY 
By WARREN T. VAUGHAN, ™.D 
Third Edition revised by }. Harvey Black, M.D 
1.164 Pages 335 IMustrations Cloth rice €7 17s. 6d. net 


HENRY KIMPTON 
25 Bloomsbury Way London, W.C.!I 


Medical Book Department of Hirschfeld Brothers, Ltd 














A NEW HELP FOR THE BUSY PRACTITIONER .... 
The New Series 


DISEASE-A-MONTH 


(Published by The Year Book Publishers Inc., Chicago) ————————————____ 


will give every doctor the opportunity | Contents and Contributors 

to study the essential facts related to | of First 12 Issues 

one important disease every month. Rheumatic Fever (by L. A. Rantz) 
Each monograph will present the Urinary Tract Infections (by £ 
crucial aspects of diagnosis and man- Jawetz) ; Gastro-Intestinal Bleed- 
agement and the application of the ing (by T. A. Warthin); Heart 
results of the most recent advances Failure (by E. A. Stead & j. B 
in clinical research Hickam); Arterial Hypertension 
(by R. W. Wilkins); Renal Failure 
Subscription price for a series of 12 (by M. B. Strauss); Hepatitis (by 
consecutive monthly issues: 65 -, including R. E. Shank); Thyrotoxicosis (by 
postage. Aspecial Binder, holding |2 issues R. W. Rawson); Bronchial Asthma 
is available at 14-, including postage (by H. L. Alexander); Coronary 
Artery Disease (by A. C. Ernstene) ; 
Distributed in the United Kingdom by Diabetes Mellitus (by M. Miller); 
INTERSCIENCE PUBLISHERS LTD. Seay on ND 
88-90 CHANCERY LANE, LONDON, W.C.2 
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A Special Committee on the Revision of the Pharmacopaia was formed in 
order that the College might accept an invitation from the General Medical 
Council to examine the scope of the next edition of the British Pharma- 
copeia. Its report was forwarded to the G.M.C. on March 19, 1954 


Gifts 
The Council wishes to thank the Medical Women’s Federation for its 
handsome present of a Visitors’ Book, Dr. 7. H. Grove- White of Cirencester 
and Dr. R. 7. F. H. Pinsent for the gift of antique Medicine Chests, a 
Consulting Physician in London (who wishes to remain anonymous) for a fine 
silver dish (on which the Arms of the College will be engraved later), and 
Sir Malcolm Watson for a walking stick with a serpent entwined around it. 


The College of General Practice of Canada 
The foundation of the College of General Practice of Canada—‘to assist 
every practitioner in Canada to become a better doctor’!*—has been one of 
the outstanding events for general practice in 1954. Sponsored by the 
Canadian Medical Association (which has given it $10,000), and with a 
constitution very much like our own, it made a fine start at its Inauguration 


Ceremony in Vancouver on June 17 


Dr. William Pickles, our President, sent a recorded message which was 


delivered over the microphone at that meeting: 


It is a particular pleasure for me, speaking from London, to send to the Collegs 
of General Practice of Canada, on behalf of our College and myself, greetings on 
the historic occasion of your inauguration It is my firm hope and belief that the 
inauguration of our colleges will be a turning point in the history of general practice, 
and that the patient endeavour of each will inevitably raise its standard and perpe- 
tuate the high ideals which we associate with this great branch of our profession 


In his reply, Dr. Victor Johnston (Executive Director of the College in 


Canada) wrote: 


‘On behalf of the officers and members of the College of General Practice of 
Canada, | wish to thank you for your message to us It was a particularly happy 
thought for you to send us this recording. The establishment in England of the 
College of General Practitioners has been of more encouragement to us than | can 
tell vou. We are looking forward to a close association with you, as we study the 
many aspects of the general practice of medicine in our respective countries 


The aims of this new College in Canada have been well summed up by 
its first President—Dr. M. R. Stalker—whose son has been working in 
England and is an associate of our own College: 


‘It will be the function of the College to lead, to stimulate, to reward, and to find 
ways and means to overcome, at least in part, that serious handicap—the isolation 
of the general practitioner . . . For those of us past the meridian of our careers, there 
will be much to give with little to receive. For those in the active, productive years of 
life, there will be much to give in leadership and support, and considerable rewards 
also. The greatest benefit will be to the youth of our profession, and to those yet 
to come”®. 
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IIl.—_UNDERGRADUATE EDUCATION 


The Undergraduate Education Committee : 
Chairman: G. O. Barber 
Members: W. V. Howells 
J. G. Ollerenshaw 
R. Scott 
J. Campbell Young 
Ex-officio: G. F. Abercrombie (Chairman of Council) 
J. H. Hunt (Hon. Secretary of Council) 
During the past year the work of this Committee has been concerned 
with two aspects of undergraduate education. 
(1) The implementation of last year’s report on the teaching of 
general practice by general practitioners 
In 1953 the Undergraduate Education Committee of the Foundation 
Council presented a report on the teaching of some of the problems of 
general practice by general practitioners’. It reviewed the position in 
medical schools and made recommendations. As a result of this report 
several more schools have begun schemes for the teaching of their students 
by general practitioners, more practitioners are being approached to do this 
work, and more students have a chance of seeing something of a family 
doctor’s work at first hand. In only a few schools is this compulsory; in the 
rest, students are only partly taking advantage of the opportunities offered. 
There are healthy signs that the recent renewed interest in general practice 
will make this addition to the curriculum more and more acceptable, both 
to specialist teachers and to students. A register is being prepared of 
members of the College who are willing to take part in this teaching. 
The undergraduate education of students in the broad problems of general 
practice, like those of the specialties, is the responsibility of medical schools. 
The function of the College of General Practitioners is to help these schools 
by close liaison between its members and the teaching authorities. There 
should be a number of experienced general practitioners at the disposal of 
all medical schools to help in this training—which can be partly by lectures 
and, more important, by doctors working in their own practices and taking 
students on their rounds. The organization of this training can be helped 
locally by the Undergraduate ‘ducation Committees of the College's Faculty 
Boards. All the Regional Faculties of the College in the British Isles are now 
founded; and in some of them, such as the Yorkshire Faculty, a high 
proportion of the members of the faculty has offered to take students. 
It is planned that the Undergraduate Education Committee of each 
Faculty Board should consist of a chairman, an honorary secretary, and 
four to six members and associates of the College interested in this aspect 
of medical education. It is hoped that other members of the committee will 
be co-opted from the appropriate departments of the local medical school 
and university. It is possible that in time, and in return, some members of 
the College may be co-opted on to the education committees of these bodies. 
The teaching of general practice by general practitioners varies widely 
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from school to school, and from faculty to faculty, depending on local con- 
ditions. The Undergraduate Education Committee of the College Council 
is concerned with finding out the position in each faculty—what difficulties 
are being met with and how U.ey can best be overcome. For this purpose 
the committee is planning inquiries throughout the faculties, and also a 
one-day conference early next year of the chairmen and secretaries of the 
Undergraduate Education Committees of all Faculty Boards. It is hoped to 
publish next summer a report on these inquiries and this conference. 

Six lectures on general practice were given by members of the College to 
medical students during October and November, 1953, at the Society of 
A pothecaries* ; it 1s hoped to repeat this course regularly. Other lectures 
by members of the College are being arranged throughout the country by 
local branches of the British Medical Students’ Association, with whom it is 
hoped that the College will foster a close liaison through the Undergraduate 
Education Committees of its Regional Faculty Boards. In Australia, mem- 


bers of the New South Wales Faculty have played a prominent part in two 


conferences on medical education. 

The main work of the Undergraduate Education Committee of the College 
Council during the next few years would seem to be the collection of more 
and more information from the faculties, and the sharing out of the results 
throughout the College both at home and in the British Commonwealth. In 
time, it might also be the duty of this committee to examine what is being 
done in countries outside the Commonwealth, so as to try to take advantage 
of experience gained in medical schools throughout the world. 

The recent report of the Central Health Services Council recommends: 


“That medical students should receive more instruction than is generally given 
at present in the problems which confront doctors in general practice. It believes 
that the curriculum at some medical schools might, with advantage, be revised, so 
that medical students would always be given the opportunity, as a part of their 
undergraduate medical studies, of observing the scope, potentialities and responsi- 
bilities of general practice and of seeing in action what general practice implies for 
the community and for themselves. In other words, a student should be given as 
much opportunity to study the scope of general practice as he is to learn the scope, 
for example, of surgery or preventive medicine. Moreover, since there ts inevitably 
an overwhelming preponderance of consultants and specialists on teaching hospital 
staffs, it is important that each medical school should provide opportunities for 
giving advice, based on personal experience, on the problems and prospects of 
general practice, to students who may seek it™ 


This is an authoritative recommendation from the Central Health Ser- 
vices Council of the Ministry of Health to those who are responsible for the 
teaching of our medical students. In the implementation of this advice the 
College of General Practitioners should be able to help. 


(z) The Medical Curriculum 
In May 1954 the Undergraduate Education Committee of the Foundation 
Council published a report in the British Medical Journal on the medical 
curriculum™. In the spring of this year, when 15 oi the 22 Regional Faculties 
of the College in the British Isles had been formed, it was felt that some of 





SUPPLEMENT TO THE PRACTITIONER 


these groups of members and associates, through their Faculty Boards, 
might usefully survey the medical curriculum in the light of their own pro- 
fessional experience. Until then many individual opinions had been ex- 
pressed but there had been no means of assessing how widely these were 
held. The object of this survey was to bring to light opinions about the 
medical curriculum held by a number of keen general practitioners. A 
questionnaire was sent round to the faculties, and the answers were analysed 
in a report which tried to examine the present curriculum in the light of 
modern requirements—the need to turn out newly qualified doctors with a 
sound basic knowledge and broad understanding not only fo more than 20 
specialties but also of general practice and family doctoring. 


SCHOOL EDUCATION 

In the discussions which took place at meetings of these Regional Faculties 
or their Boards, only a few practitioners favoured early scientific specializa- 
tion. The great majority preferred the idea of a liberal education for a 
liberal profession. A number were in favour of combining evenly, during the 
last one or two years at school, a general education with an approach to 
scientific subjects, but without stretching the latter to the full extent of the 
syllabus for the first medical examination. Many expressed doubts regarding 
the necessity of taking chemistry, physics, botany and zoology to the high 
level now demanded in the first medical examination, and there was an 
appreciable feeling that the curriculum could well be shortened in these 
subjects. It was felt that there could be more cooperation between careers 
masters in schools and faculties of the College, especially in those public 
schools which are near the centre of a faculty. 


SELECTION OF MEDICAL STUDENTS 

Every faculty considered that a wise and experienced practitioner might 
usefully assist the Dean of a medical school in the selection of medical 
students. In the selection of our future doctors, more than half of whom 
will do general medical practice in some form or other, it seems logical 
that there should be at least one person on the Selection Board with first- 
hand knowledge of the life for which so many of these young people are 
being chosen. 

A BALANCED CURRICULUM 

Some faculties thought that too much time was being spent on some 
of the specialties, such as advanced surgery. Some felt that too much time 
was spent also on the differential diagnosis of obscure conditions, and that 
there was too little teaching of the simpler variations in health and disease. 
Nearly all believed that at present the basic curriculum did not, in all 
schools, include a sufficient insight into general practice. If students are to 
be taught more about general practice the curriculum will need pruning. 
There is much dead wood and also many overgrown branches which can 
well be lopped off the present curriculum. The introduction of the pre- 
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registration year and the two years of National Service have made this 
pruning all the more essential. 

All faculties felt that more detailed attention ought to be given to certain 
branches of medicine and to the commoner diseases. Provided the rarer 
diseases are included to some extent, it should be the hallmark of a good 
teacher to illustrate sound medical principles on a disease which is common, 
as often as possible, rather than on something which is obscure. Derma- 
tology, orthopaedics, psychiatry, allergy, rheumatic diseases, diseases of the 
ear, nose and throat, pediatrics and geriatrics are not always taught as 
fully as their importance in general practice demands. 

It was also felt that more attention should be given to the management of 
the individual patient, and that medical students should be taught more 
about the relationship between family doctors and consultants. 


‘All doctors are members of a team and students must be taught that, for the 
patient’s benefit, the coordination of all the different functions of this team is the 
responsibility of the family doctor. Probably the best way for this coordination to 
be taught is for students to meet general practitioners from time to time throughout 
their clinical studies, both outside hospitals—by attending domiciliary consultations 
and by visits to general practices, health centres or dispensaries—and inside hospitals 

by the presence of general practitioners as lecturers; and as spectators or com- 
mentators on teaching rounds. This contact of students with general practitioners 
will be as valuable to those who remain on in hospitals as specialists and teachers, as 
it is to those who go out into the world as family doctors 

Many faculties felt that students should be taught to’realize better the very wide 
field covered by general practice and to recognize how much of medicine lies within 
the realm of the general practitioner. When he starts in practice he will then be less 
bewildered at the wide fields he has to cover; and consultants, specialists and 
students at hospital will be less mystified by the range of work a general practitionet 
has of necessity to do himself. The student must learn to appreciate clearly the 
great volume and variety of service that it is desirable for a family doctor to under- 
take, and what should be referred to a specialist if there is one within reach. ‘To 
learn all this will help the student also to discover more easily his own aptitudes and 
limitations, so that he may decide wisely on his future career™ 


Ill.__POSTGRADUATE EDUCATION 


The Postgraduate Education Committee : 
Chairman: Annis Gillie 
Vice-Chairman: D. Kyle 
Hon. Secretary: D. G. French 
Vembers: J]. M. Henderson 
J. M. Hunter 
\. Talbot Rogers 
A. Smith 
J. Campbell Young 
Co-opted: R. J. D. Browne 
E-x-officio: G. F. Abercrombie (Chairman of Council) 
J. H. Hunt (Hon. Secretary of Council) 


The work carried out by this Committee, which met on seven occasions 
during 1954, included a survey of arrangements already existing for the 


postgraduate education of general practitioners throughout the British 
Isles. For the collection of most of this material the Committee is grateful 
for the help so readily given by the chairmen and secretaries of the Post- 
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graduate Education Committees of the College’s Faculty Boards with whom 
contact is now maintained by a two-monthly report of the central com- 
mittee’s activities. The Director of the British Postgraduate Medical 
Federation of the University of London has given all possible help to this 
Committee, both personally and through the staff at his headquarters. 


The postgraduate educational aims of the College remain unchanged’: ® 
The encouragement of postgraduate study by family doctors is one of the 
principal objects of the College. In our sister organizations across the 
Atlantic—the American Academy of General Practice, and the College of 
General Practice of Canada—an agreed number of hours of postgraduate 
work each year is the main criterion for membership. ‘hey prefer the con- 
cept of a ‘continuing educational program’ to a_ nce for ever’ granting 
of a certificate of membership"*. 

The points set out in the Report of the Joint Ce nittee in Scotland on 
the Postgraduate Education of General Practitioners** have been recognized 
as comprehensive and applicable in varying degrees to all regions; and the 


principles laid down in the two reports published in 1948 and 1950 by the 


British Medical Association, on the training of the general practitioner*: 4 


have also been borne in mind. 


The Planning of Postgraduate Courses 

1. For those in the pre-registration year. ‘The introduction of the pre- 
registration year has led to some confusion as to where undergraduate 
training for general practice ends, and where postgraduate training begins. 
It is terminologically correct to :egard graduation as coincident with quali- 
fication by means of a university degree, though the young doctor must 
remain ‘in statu pupillari’ for at least another year. For convenience, 
it is perhaps as well to regard that year as common to both the undergraduate 
and postgraduate phases of medical education, according to individual in- 
clination and future plans. This has been rightly called the ‘intern year’ 
during which a young doctor may gain, in hospital, experience of conditions 
that he will see later in patients’ homes. ‘The committee is firmly of the 
opinion that nothing should interfere with this unique opportunity for the 
young doctor to see large numbers of acute medical and surgical cases 
treated under ideal conditions, but during this year every opportunity 
should be given him to attend lectures, on the type of work he will later 
have to do in general practice. He must be taught and encouraged to peruse 
his medical journals, textbooks and monographs in a critical and selective 
manner, picking out for particular study those articles specially concerned 
with general practitioners and their work, if that is his particular interest 

2. For recently registered and unestablished practitioners.—An equally im- 
portant stage follows the intern year when the future general practitioner 
has to learn how to diagnose and handle these same patients under quite 
different conditions—in their home surroundings. This is a transitional 
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stage in training which needs as much supervision as the one that precedes 
it. In it there are three categories 

(a) While a newly registered doctor is considering whether or not to 
undertake general practice there appears to be a place for short courses 
giving him some idea of the approach to family doctoring 


(6) When he has decided to enter general practice he may join an older 


man, and the ‘trainee system’ within the National Health Service may then 


play a valuable part in his education. An established principal employing 
an assistant may not always have the time or inclination to give him all the 
help needed in this intermediate stage, and postgraduate courses in parti- 


cular subjects may be a useful supplement 


(c) He may decide to set up in practice on his own; and a single-handed 
practitioner, closely tied to his practice in the early months or years, may 
need help from others to replace the guidance that he would have received 


from a senior partner had he been in partnership 


All the doctors in these three categories can belong to the College as 
associates It is hoped that many of their postgraduate educational 
needs can be suitably met by experienced general practitioners who are 


members of the College. 


(3) For established general practitioners in the United Kingdom l'oo few 
established practitioners make use of postgraduate courses, and those 
doing so are sometimes the same individuals year after year. These courses 
may be time-consuming, and the wide dispersal of general practitioners 
many of them in professional if not geographical isolation— can make 
deputizing arrangements difficult 

An important preliminary, often overlooked in arranging postgraduate 
education, is to find out from general practitioners what they require from 
such courses. ‘The needs and aims of doctors seeking postgraduate instruc 
tion range from the pursuit of one particular interest, or work for a higher 
qualification, to a general appetite for up-to-date medical knowledge. Pro- 
grammes of lectures and demonstrations tend to be too little linked to the 
realities of general practice, especially to that part of a family doctor’s work 
which must be carried out in patients’ homes. ‘lhe College is now in a posi- 


tion to ascertain the needs and wishes of its members in these metters 


All regional faculties have now been asked to obtain such information and 
supply it to this committee: information acquired in this wavy has the great 
value of being local. In Edinburgh, a Sunday Course organized by the South- 
East Scotland Faculty of the College, during October to December 
1953, was followed by a questionnaire sent to those who attended 
it. More than three times the anticipated number of general practi- 
tioners made use of the course, and 76°,, of these completed the ques- 
tionnaire giving comments and suggestions on the subject matter and organ- 
ization. ‘This has provided a wealth of material for consideration, and 
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should act as a stimulus to other faculties to do likewise. In Birmingham a 
questionnaire sent by the Chairman of the Postgraduate Education Com- 
mittee of the Faculty Board to all College members, for the purpose of 
discovering and analysing their postgraduate needs, has also been fruitful. 
The chairman of the Postgraduate Education Committee of the Thames 
Valley Faculty has circularized all members of the Faculty to find out what 
postgraduate work they are doing and what they want. Before long it is 
planned to send all members of the College a questionnaire on similar lines. 

Postgraduate courses for established practitioners may cover two weeks 
or longer, one week, a weekend, one day or half a day, repeated at intervals. 
The relative merits and usefulness of extended and intensive courses need 
careful study and experiment; different types of areas are better served by 
the one rather than the other. In cities and other areas with large popula- 
tions, extended courses may suit those doctors who have little difficulty 
in attending for a half-day each week. In far-flung scattered districts, in- 
tensive courses alone can meet the doctors’ needs. ‘The value of an open 
session in each course, for questions, needs to be remembered. The meetings 
may consist of lectures and discussion-groups, ward-rounds or clinical 
demonstrations in one or several hospitals—arranged by medical schools, 
universities, local hospitals or by faculties of the College. Clinical assistant- 
ships should also play an important part in the continuing education of 
general practitioners. 

Obstetric courses present particular difficulties since the practical ex- 
perience to be gained is necessarily dependent upon an irregular supply cf 
material. ‘he need for them is great, especially in certain districts where 
admission to the N.H.S. Obstetric List is controlied by well-defined criteria 
of experience. The need will be the greater if the challenge presented by the 
Cohen Committee’s recommendation on general-practitioner obstetric beds 
is to be accepted”. 

There is a risk that the interest stimulated by the foundation of the College 
may fade unless careful thought be given to the long-term planning of these 
courses. A change is needed in some of the existing types of postgraduate 
education offered to general practitioners. Some courses are repetitive year 
after year, others bear little or no relation to those coming before and after 
them. If they are to serve their full purpose, it will be necessary to instil an 
idea of continuity into some of these programmes, and to plan them over 
five- or ten-year periods. Such long-term planning of postgraduate courses 
will be of little value unless the keenness of local general practitioners to 
take advantage of them is stimulated successfully, and this ts where the 
College and its Regional Faculties wish to help. 

(4) For established practitioners overseas.—One-tenth of the members of 
the College work overseas. Many good postgraduate courses are arranged by 
universities and medical schools throughout the Commonwealth; but it 


may be almost impossible to provide adequate opportunities for post- 
graduate study in out-of-the-way places. Intensive courses are arranged in 
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England and Scotland for the benefit of overseas doctors on leave. Some of 
the needs of these practitioners, particularly those with diplomas in view, 
might be met by carefully devised correspondence courses. An extension of 
the system of abstracts of subjects of special interest and application to 


general practice would also be of value. 


Liaison with Universities and Medical Schools and Teaching 
Hospitals 

Each faculty of the College has, so far as possible, been centred in a city 
with a Univ ersity and a Medical School (p. 23). A few faculties, however 
such as the South-East England Faculty—are in areas without either, others 

such as the London Faculties—are linked with several medical schools, 
and for these special arrangements are necessary. In the main, each faculty 
is associated with a university and a single medical school, and it is essential 
that there should be close liaison between these and the regional faculty of 
the College. Much preliminary work has been done towards achieving this 
liaison. In some faculties, the Dean of University Postgraduate Medical 
Studies has been co-opted to the Postgraduate Committee of the College 
Faculty Board. In others, following the example of the North-East England 
Faculty the Yorkshire Faculty, 1 he North Midlands Faculty and the South- 
West England Faculty, members of the College are being co-opted to the 
Postgraduate Committee of the University. In Edinburgh, a Joint Com- 
mittee of fourteen members, twelve of them general practitioners—repre- 
senting the College, the B.M.A. Division and the Local Medical Committee 

has been working since 1952 in close cooperation with the university. 


Liaison with the British Postgraduate Medical Federation of the 
University of London 

In London, the Northern Home Counties and in South-East England, 
postgraduate education for general practitioners is organized by the British 
Postgraduate Medical Federation of the University of London, under the 
direction of Sir Francis Fraser. Conferences between the Central Office of 
this Federation and the Postgraduate Education Committees of the Regional 
Faculties of the College in this area will, it is hoped, secure the necessary 
liaison between the Federation and the College. A preliminary meeting has 
already taken place. 

These different means of cross-representation should go far towards 
achieving the aims of the Universities, the Federation and the College in 
helping the postgradute education of general practitioners in all its stages. 


Other Bodies that Help in the Postgraduate Education of General 
Practitioners 

(1) The Faculties of the College have a special contribution to make in 

arranging clinical meetings for their members and associates. Meetings of 
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general practitioners express an approach to problems which is different 
from that fostered in a gathering of specialists. When tamily doctors are 
alone with each other, many who would be reluctant to make suggestions 
when specialists and consultants are present will join willingly and help- 
fully in a discussion. In a series of well-attended monthly clinical meetings 
organized by the Board of the Northern Ireland Faculty of the College this 
was much in evidence and many lively discussions took place; the resulting 
stimulus to individual practitioners to speak, and speak well, was very 
noticeable. A combined clinical meeting has been held by the North Mid- 
lands Faculty and the North-West England Faculty, and others have been 
planned. ‘This type of combined meeting might well be arranged by other 
faculties. 

In Edinburgh a popular Sunday Ward-Round course for general practi- 
tioners was arranged in October to December 1953 by the chairman of 
the postgraduate education committee of the Board of the South-East 
Scotland Faculty of the College. In the South-West of England, a particu- 
larly successful weekend postgraduate course in Exeter, in May 1954, was 
designed and arranged by the chairman of the faculty postgraduate ‘com 
mittee and was sponsored by the university. Such meetings might well be 
copied by other faculties and become a useful form of postgraduate education 
in general practice promoted by general practitioners themselves. ‘The 
North-West England Faculty has arranged Sunday morning clinical 


meetings and weekday afternoon courses. 


(2) Non-teaching Hospitals and Ge neral-practitioner Hospitals throughout 


the country provide many opportunities for certain aspects of postgraduate 
education. For the Metropolitan Regional Areas these are considered, to 
some extent, in the plans of the British Postgraduate Medical Federation; 


and more can be done elsewhere on similar lines. 


(3) Local Medical Societies and clinical meetings of B.M.A. Divisions 
play an important part in the postgraduate education of both family 
doctors and specialists, by stimulating interest and ideas for further read- 
ing, and by providing a meeting-ground for men and women doing many 
different types of work. ‘These local medical societies differ greatly from one 
another—tradition and individual characteristics govern many of their pro- 
grammes—but the value of al! of them is great. Members and associates of 
the College will be encouraged to join them; and it is hoped that the College 
and its Regional Faculties will cooperate with the work of these societies 
in every possible way. 

(4) General Practice Teaching Units may in time be attached to many 
teaching hospitals and universities, similar to those that are already in 
existence in Edinburgh and Manchester. A member of the staff of each of 
these units will serve on the Postgraduate Education committee of the 
College Council. Such units would be under a general-practitioner Director, 
with personal experience of both family doctoring and teaching; and his 
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unit would work in close cooperation with the staff of the local teaching 
hospital. 

(5) An Institute of General Practice is another project not yet fully de- 
veloped. In such an institute, instruction could take place in various tech- 


niques, types and use of equipment, organization of work and premises and 


the training of secretaries and technical assistants. In addition, advice on 
architectural details for those planning alteration and extension of premises, 
or the development of a group practice or health centre, would be available; 
all this supported by plans and photographs of work already carried out 

The possibility of establishing such an institute is being discussed with 
other bodies. ‘The College is already able to provide certain information on 
these matters. An institute of this kind might supply opportunities for study 
of the essential material background of general practice, more compre- 
hensive and integrated than has existed elsewhere, and more deliberately 
applied to the problems and the scope of family doctoring than has yet been 
undertaken. The need for including this study in the postgraduate education 
of general practitioners has been emphasized in the report of the Committee 
of the Central Health Services Council under the chairmanship of Sir Henry 
Cohen*®, which refers to the varying standards of surgery premises through- 
out the country and the need for improvements in a proportion of them. 

It is planned that an Equipment and Premises Committee, with a panel 
of architects interested and knowledgeable in the solution of these problems, 
will be set up by the Council; and it is hoped that in time one or more local 
architects will be co-opted to each Faculty Board 


Grants for Postgraduate Study 

It is not always appreciated that principals in practice can obtain grants 
each year from the Ministry of Health and from the Department of Health 
in Scotland, to cover fees for courses, travelling and subsistence allow- 
ances and, in some cases, expenses towards the cost of a locum tenens where 
courses are arranged by universities. Principals with small lists (under 500 
in urban areas and under 250 in rural areas) and assistants, are not yet 
eligible for these grants. Details of these grants may be obtained from the 


secretaries of the Postgraduate Education Committees of Faculty Boards 


The Postgraduate Education Committees of Faculty Boards 

It is suggested that the Postgraduate Education Committees of Faculty 
Boards should consist of not less than six persons, one of whom should be 
an associate with power to vote (Bye-Law 12). Co-option of members of the 
staff of the university and other interested organizations is essential so that 
full cooperation of the faculty with these bodies is ensured. It must be re- 
membered that where representatives of the College are co-opted by 
university or medical school committees, these representatives must be 
adequately and continuously briefed by their colleagues as to the needs of 
local practitioners, if the best use is to be made of postgraduate courses. 
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Committees of faculty boards elect their own officers. At meetings of these 
committees, those co-opted—-who are not members or associates of the 
College—act in an advisory capacity. 

An annual conference of chairmen and hon. secretaries of the Postgraduate 
Education Committees of Faculty Boards is being planned. It will meet in 
London for the first time on the day following the Annual General Meeting 


of the Ce yllege. 


Conclusions 
One of the primary obligations of members and associates of the College 
is that they should undertake an adequate amount of postgraduate work 
while they continue in active general practice. ‘The Postgraduate Education 
Committee of the College is reviewing the means by which this undertaking 
may be fulfilled. One of the duties of the Boards of the Faculties will be 
to stimulate and help all members to carry out this obligation. It is antici- 


pated that, in this way, active interest in postgraduate education will be 


aroused in a far larger number of family doctors than at present. ‘The 
vitality of the College will be closely dependent upon the participation of 
its members in postgraduate education in its broadest sense, over and above 
any immediate academic objective. A doctor, whatever his line of work, 
should be a student all his life; and faculty activities will, it is hoped, have a 
stimulating effect on the standards and academic ambitions of many general 
practitioners, so that postgraduate educational work will develop not only 
as a means to degrees and diplomas but also for its own sake. 

If the family doctor’s professional and academic standing is to bear com- 
parison, at all times, with that of his colleagues in other branches of the 
profession he must look to his intellectual development and progress 
throughout his career. The College of General Practitioners has come into 


existence, in large part, to satisfy this need 


IV...RESEARCH IN GENERAL PRACTICE 


The Research Committee: 


Chairman: R. J. F. H. Pinsent 
Vice-Chairman: G. 1. Watson (Director, Epidemic Observation Unit) 

Vembers: D. G. French 
R. M. S. McConaghey (Editor, Research Newsletters) 

Co-opted: A. R. Laurence (Hon. Secretary, Research Committee of Scottish 

Council) 

Ex-officio: G. F. Abercrombie (Chairman of Council) 

J]. H. Hunt (Hon. Secretary of Council) 


The College Research Organization 
(1) The Research Committee of the First College Council.—This committee 
has met ten times. ‘The year has been one of consolidation and of expansion 
on a broad front. The College Research Register has increased to a member- 
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..“Pabym’ Proteolysed Liver B.P.C. 
is whole mammal liver which has been 
subjected to an enzymic hydrolysis to re- 
duce it to a concentrated, palatable and 
readily assimilable form. The complete 


content of the original liver is retained, includ 


ing the Vitamins of the B complex, folic 
acid, Vitamin B,,, the growth factor and all 
other naturally occurring factors present 


in raw liver. 


taken daily ‘Pabyrn’ Proteolysed 
Liver supplies adequate haemopoelietic 
principles for the control of megaloblastic 
anaemias. In addition it forms a protein 
and amino-acid supplement and may be 
administered in large doses for the pu! 
pose of providing readily assimilable pro 
tein in dietary deficiences and in the 
treatment of burns and other conditions 
where there is heavy loss of plasma 
protein 


s and samples of *PABYRN’ PROTEOLYSED LIVER 8B.P.C. 


ore available from 


PAINES & BYRNE LTD., Greenford, Middlesex 
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Introducing a new Thyroid extract 


Proloid 











Proloid is the purified essential metabolic stimulant 
of the thyroid gland. doubly assayed—biologically 
and chemically—to ensure uniform strength. Proloid 
is the preparation of preference in any condition 
where chemically standardized thyroid extracts are 


now employed. Proloid has the following advantages:— 


1 Uniform strength—no danger of 
fluctuating metabolic potency. 

2 Less cardiac stimulation than with 
other thyroid extracts. 

3 Standardized to meet B.P requirements— 
prescribed in the same dosage. 


Proloid 


has « een advertised to the publi 


WILLIAM R. WARNER & CO. LTD ~ Power Road, London, W 
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ship of over 380, with members from every faculty throughout the Common- 
wealth. It is hoped that members and associates will make full use of this 
register, copies of which can be obtained from the Chairman of the Research 
Committee; it should enable them to contact colleagues who share their 


own research interests. 


(2) The Research Committees of Faculty Boards.—Research committees of 
22 Faculty Boards in the British Isles, and some overseas, have been 
formed. It is hoped that these committees will include four to six members 
and associates of each faculty who are interested in research and also co- 
opted members from local university or medical school research depart- 
ments. ‘These Research Committees of Faculty Boards should do valuable 
work, not only in local investigations but also in wider studies. 


(3) The Research Committee of the Council of the College in Scotland has 
been formed, and consists of the Chairmen of the Research Committees 
of the Boards of the Scottish Faculties. Dr. C. M. Fleming is convener and 
Dr. A. R. Laurence is honorary secretary. ‘This committee has appointed 
a Scottish Research Advisory Panel. The secretary of the Research Com- 
mittee of the Scottish Council is a co-opted member of the Research Com- 
mittee of the First Council of the College. Emphasis has been laid on faculty 
undertakings rather than on those on larger scale. Close cooperation with 
the Research Committee of the College Council in London has taken place 
throughout the year. A report from the Research Committee of the Scottish 
Council was published in Research Newsletter No. 4 *. 


(4) The College Research Advisory Panel has been considerably streng- 
thened by the addition of distinguished experts in a number of fields of 
medicine. ‘The Council wishes to thank all members of this panel for the 
help they have given the College during the past year. 


Types of General-Practitioner Research 
(I) COLLEGE-SPONSORED INVESTIGATIONS 
A number of College-sponsored investigations, proposed by individuals 
or groups of individuals, are in progress or are being planned. ‘These 
include types of investigations which must be undertaken on a scale wider 
than that covered by a faculty or study group. Studies which are sponsored 


by the College itself are those which can only be, or can best be, carried 


out in generai practice itself rather than in hospitals or laboratories 


(a) The Measles Investigation.—The measles investigation, in which it is 
hoped to assess the value of sulphonamides and antibiotics in preventing 
| 
the bacterial complications of measles, has been in progress since the 
beginning of the year. One hundred and thirty members are taking part in 
7 r 
‘ 


this study, which has been handicapped only by the low incidence of 
measles this year. It is expected that this investigation will continue during 
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1955 until about 2000 to 3000 record cards have been completed, and a 


report may be published by the end of that year. 

(b) The National Morbidity Survey.—Planning of the National Mor- 
bidity Survey, in collaboration with the Registrar General’s Department, 
has continued throughout the year. A supplementary list has been 
compiled of those willing to help in the investigations, from which 100 
members of the College will be invited to take part. The distribution of 
these members over England and Wales has been linked to a statistical 
plan prepared by the Chief Medical Statistician to the Registrar General’s 
Department. A questionnaire requesting practice details has been prepared, 
and record cards have been designed. A trial run of the investigation will 
take place in February 1955, and the investigation will start in May. 
Material collected during the course of this investigation will be coded 
according to the International Classification of Diseases, and analysed by 
the Registrar General’s Department. Some observers will collect additional 
information on the relationship between occupation and disease. 

(c) A College Records Unit.—Consideration is being given to the planning 
of a College Records Unit which will enable continued recording of mor- 
bidity statistics to be carried out on a comparable basis throughout the 
United Kingdom and overseas. It is realized that much groundwork will 
be necessary, and studies of different methods of recording information 
from general practices are being made. 

Discussions have taken place with the Ministry of Health which have 
resulted in the release of National Health Service records of deceased 
persons to those doctors who require them for research purposes. 

(d) Revision of International Statistical Classification of Diseases, Injuries 
and Causes of Death.—The advice of the College has been requested by the 
World Health Organization concerning the proposed revision of the ‘Inter- 
national Statistical Classification of Diseases, Injuries and Causes of Death’. 
The Research Committee of the College has indicated to the World 
Health Organization its willingness to investigate ways and means of 
recording general-practitioner morbidity statistics. 

(e) Clincal Trials of Therapeutic Substances.—The committee has given 
much thought to methods of conducting clinical trials of therapeutic sub- 
stances in general practice. Several pharmaceutical manufacturing houses 
have already asked whether such clinical trials could be undertaken by 
the College; but before embarking on any such trials the committee 
wishes to ensure that their clinical accuracy and the ethical manner in 
which they are conducted are beyond reproach. Members of the Research 
Committee have had discussions with the Central Ethical Committee of the 
British Medical Association, and with representatives of the Medical 
Research Council; and a valuable exchange of views took place at a joint 
meeting with the Research Committee of the Scottish Council, in Glasgow 
in July. Further legal and clinical advice is being taken, however, before 
it is decided whether the College shall sponsor any such trials. 
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(f) The Epidemic Observation Unit.—Formed in 1953, the Epidemic 
Observation Unit has cooperated with the Public Health Laboratory Service 
in collecting specimens for identification of virus from suspected cases of 
influenza: in its forthcoming clinical trial of an influenza vaccine the 
Medical Research Council has invited the cooperation of the unit. A 
member of the College brought to light an outbreak of ‘OQ’ fever in the 
south-west of England. At the request of the Director of the Virus Reference 
Laboratory members of the College collected specimens for virus studies 
during a recent prevalence of infective hepatitis in the south-eastern counties 
of England. Similar help from the Unit has been accepted by a group of 
workers in Oxford, under Dr. F. G. Hobson, who are studying the clinical 
presentation and distribution of glandular fever, with special reference to 
the duration of the blood changes. ‘The Director has just completed a report 
describing an outbreak of pyrexia of unknown origin—called ‘Shere fever’ 
for reference—and the Unit’s work in tracing the distribution of similar 
outbreaks through England and Wales during the summer and autumn of 
1953. Virus studies carried out by the Public Health Laboratory Service at 
Colindale have shown that the condition was probably due to a Coxsackie 


virus, and that poliomyelitis virus was not present in the acute cases. ‘The 


Epidemic Observation Unit has gained valuable experience from this first 


exercise of a ‘warning’ system and hopes to be able to observe and trace 
further outbreaks of this, and other, pyrexias of unknown origin. 

With this system of ‘warnings’, which has been developed by the Unit 
with the help of research committees of faculties, it is now possible to 
‘alert’ members on the College Research Register, and other members of 
the College in particular areas, within a short time of receiving a report of 
any local epidemic of interest. For example, in December 1953, all members 
of the College in Hampshire and Dorset were notified within 48 hours of 
an unusual outbreak of ‘pyrexia of unknown origin’ occurring in Burley, 
Hants. The distribution of observers throughout the country is satisfactory, 
and in future it is unlikely that any epidemic of general interest will occur 
without soon being reported. It is realized that the number of conditions 
which can be kept under observation at any one time will be limited by 
the technical difficulties of collecting material for laboratory work, as well 
as by the labour involved in analysing the returns. 


(11) STUDY GROUPS 

Some problems which confront general practitioners in their work cannot 
easily be studied or quickly solved within the practice limits of the family 
doctor who first thinks out a possible solution, and the experience of col- 
leagues working elsewhere on the same problem may be helpful. By means 
of its Directory of Research Interests, the College offers to its members and 
associates a means of contacting other doctors with similar interests who 
may de willing to work in a group. Five such groups have already been 
formed within the College, and a wide opportunity exists for others. 
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(a) The Respiratory Tract Diseases Study Group now numbers 80 members, 
and the planning of the first study has been completed. Investigation will 
take place into some of the manifestations of acute respiratory diseases seen 
in general practice; and an attempt will be made to define their clinical 
patterns. It is hoped that this study, which will last for a year, will produce 
evidence which may be worth further clinical or laboratory investigation 

(b) A Hereditary Diseases Study Group was formed after the last annual 
general meeting. Its work has been carried forward by circulating to 
members of the group a list of certain genetically transmitted diseases, 
prepared by Dr. J. A. Fraser Roberts and Dr. C. O. Carter. 

A study is being considered of those patients who, in their infancy, under- 
went Ramstedt’s operation for pyloric stenosis and who have now reached 
the age of parenthood. Information will be sought as to the incidence of 
pyloric stenosis in their children. 

(c) An Ear, Nose and Throat Study Group has advanced plans for investi- 
gating in general practice the value of tonsillectomy. The indications for 
performing the operation have been classified; and with the help of our 


specialist colleagues a comparison will be made of the morbidity in a 


group of children who have been subjected to tonsillectomy and adenoidec- 
tomy, with that of a second group who have been subjected to adenoidectomy 
alone. As a control there will be a third group of children who for various 
reasons have not been operated upon, though they would have qualified 
for operation. 

(d) The Psychosomatic Diseases Study Group is undertaking an investiga- 
tion into the possible relationship of certain diseases, including asthma and 
migraine. Planning of a recording system is being undertaken with the 
help of the Department of Social Medicine, Birmingham University. 

(e) A smaller group is forming with the object of studying asthma in 
children. It is hoped that further applicants to join this group will be 


forthcoming. 


The Recorders of existing Study Groups: 
(a) The Respiratory Tract Diseases Study Group: J. Fry. 
(b) The Hereditary Diseases Study Group: R. S. Yager. 
(c) The Ear, Nose and Throat Study Group: J. Z. Garson. 
(d) ‘The Psychosomatic Diseases Study Group: K. M. Hay. 


(e) The Asthma in Children Study Group: To be arranged. 


(111) FACULTY-SPONSORED INVESTIGATIONS 
(a) The South-West England Faculty has begun an investigation into 
obstetrical work within the faculty. An obstetrics subcommittee has been 
appointed, and 133 members of the faculty are taking part in this study. 
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The investigation is in two parts: (i) a questionnaire concerning the pattern 
of practice of obstetrics by each individual, and (ii) a Cope-Chat analysis 
card to be completed for each confinement. It is estimated that about 
5000 confinements may be recorded in the course of the survey which 


will last for one year. 

(b) In the Northern Ireland Faculty a study of the symmetry of the heads 
of babies is taking place. An attempt will be made to determine whether 
any relationship exists between cranial asymmetry and the later develop- 
ment of right- or left-handness. 

(c) The Yorkshire Faculty is considering an investigation, in conjunction 
with a Regional Hospital Board subcommittee, into the distribution in the 
community of patients with cancer who for one reason or another do not 
receive special treatment. It is thought that sufficient cases may be found 
to enable a study to be made of neoplastic growth uninfluenced by therapy. 

(d) The South-East England Faculty is planning an epidemiological 
survey of a small number of non-notifiable diseases—including glandular 


fever, infective hepatitis and epidemic winter vomiting. 


(IV) INDIVIDUAL INVESTIGATIONS 

During the year the advice of the Research Committee has been sought 
by a number of workers with problems arising during the course of some 
individual piece of research, or in preparing theses or papers. ‘The com- 
mittee has been asked to obtain details of little-known methods of treatment, 
and to comment on the design of medical instruments. Attempts have been 
made to help workers in other fields of medical research by introducing 
them to members of the College. A list of members in country towns 
whose names are on the College Research Register has been given to the 
Medical Research Council; and copies of the Register have been supplied 
to the Director of the Public Health Laboratory Service and to the Virus 
Reference Laboratory. The names of some members of the College were 
also submitted to the Medical Research Council in connexion with an 
investigation into otitis media. 

Older general practitioners, and retired general practitioners who have 
details of incomplete lines of research which they can no longer pursue or 
other clinical observations which might be usefully preserved by the 
College in a form suitable for future reference, are asked to send them to the 
Chairman of the Research Committee, for filing and possibly inclusion 


in a newsletter. 


Research Newsletters 
‘Three Research Newsletters have been issued by the committee since 
the last annual general meeting; these have been published in The Prac- 
itioner *°."',*®, In the last of these Newsletters (No. 4 of the series) 
there is a brief account of collective investigations carried out in general 
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practice nearly a century ago; we are indebted to Dr. A. H. T. Robb-Smith, 
of Oxford, for drawing our attention to this work from which there are 
many lessons still to be learned. 

The Newsletters are beginning to conform to a pattern. They include a 
number of contributions from those on the Research Register and 
from faculties. It seems likely that a steady stream of contributions will 
continue. 

A Clinical Supplement to Newsletter No. 4 was prepared by the Director 
of the Epidemic Observation Unit giving an account of work on ‘Shere 
fever’. This has been given a wider circulation than the Newsletters them- 
selves, for numerous other workers have helped the College in this par- 
ticular investigation. Other clinical supplements will be prepared. 

It is possible that these Research Newsletters, and their supplements, 
will be forerunners of the College’s Archives. A Reprints Library of papers 
published by members of the College is maintained by the Research Com- 
mittee. Members and associates are asked to send in reprints of their papers. 


Administrative and Secretarial Arrangements 
The greater part of the administrative and office work of the Research 
Committee of the Council has been conducted from Birmingham. The 
committee wishes to thank the Birmingham Medical Institute for under- 
taking the stencilling of the newsletters and memoranda, and also 
Dr. W. R. Lee for his valuable help during the early months of the year. 


Conclusions 

The development of general-practitioner research during the first two 
years of the College’s life has been made possible by the enthusiasm and 
willingness of members and associates of the College and their colleagues 
in other fields of medicine. The Council knows there is a limit to the 
amount of work which can be undertaken, voluntarily, by any family 
doctor—over and above that of his general practice of medicine; and it is 
perhaps for this reason that our work next year may tend more towards 
consolidation than towards further expansion. 

One of the lessons to be learned from the collective investigations in the 
past is that too great a dispersal of effort may lead to disappointment. 


The potential for further development in general-practitioner research is 


there; and in time, when circumstances are favourable, full use will be 
made of this. ‘The Council has been impressed by the number of active 
practitioners who are willing to take part in the College’s investigations; 
and correspondence with members overseas has revealed the high standard 
of scientific work which is being achieved by general practitioners through- 
out the Commonwealth. 





COLLEGE OF GENERAL PRACTITIONERS 


V.—REGIONAL FACULTIES 


The Faculty Organization Committee: 


Chairman: F. M. Rose 
Vice-Chairman: R. M. S. McConaghey 
Hon. Secretary: A. Smith 
Vembers: J. M. Henderson 
H. L. Glyn Hughes 
D. Kyle 
J. G. Ollerenshaw 
G. Swift 
J. Campbell Young 
Co-opted: Sylvia G. Chapman (Hon. Registrar) 
E:x-officio: G. F. Abercrombie (Chairman of Council) 
J}. H. Hunt (Hon. Secretary of Council) 


Terms of Reference 

To supervise the establishment of faculties of the College in the United 
Kingdom and overseas. ‘l’o determine the boundaries of faculty regions and 
to recommend changes in these boundaries when desirable. ‘lo supervise 
the internal organization of faculties and their relations with each other and 
with the Council of the College. ‘To produce faculty registers of members 
and associates. ‘To draw up the faculty constitution and confirm faculty 
bye-laws; to consider any proposed alterations in the faculty constitution or 
bye-laws and to make recommendations to the Council thereon. 


Faculties in the British Isles 

At the time of the first annual general meeting on November 14, 1953, 
ten pilot faculties had been established. By the end of June 1954 all 22 
faculties in the British Isles had been founded. Each of these faculties is 
now represented on the Council of the College. So far as possible it was 
arranged that at least one member of the College Council was present at the 
inaugural meeting of each faculty. ‘The hon. secretary of the Council of the 
College spoke at twelve of these inaugural meetings of faculties in England 
and Wales and one in Ireland (Dublin), and the vice-chairman of the 


Council spoke at six of them, 


England and Wales 

North London Faculty: Postal districts N. and N.W 

South London Faculty: Postal districts S.E. and S.W. 

East London Faculty Postal districts E. and E.C 

West London Faculty Postal districts W. and W.C 

South-East England Faculty (Guildford and Brighton); Kent, Surrey, Sussex, 
Hampshire and Isle of Wight. 

Northern Home Counties Faculty: Middlesex, Essex, Hertfordshire and 
Bedfordshire. 

Thames Valley Faculty (Oxford and Reading): Oxfordshire, Berkshire and 
Buckinghamshire. 

East Anglia Faculty (Cambridge and Norwich): Cambridgeshire, Huntingdon- 
shire, Norfolk, Suffolk and Rutland. 

South-West England Faculty (Bristol): Wiltshire, Gloucestershire, Somerset, 
Dorset, Devon and Cornwall. 
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Midland Faculty (Birmingham): Warwickshire, Shropshire, Herefordshire 
Worcestershire, most of Staffordshire, Leicestershire and Northamptonshire. 

North Midlands Faculty (Sheffield): South Yorkshire (south of Barnsley and 
Doncaster), most of Derbyshire; Nottinghamshire and Lincolnshire 

Yorkshire Faculty (Leeds): East Riding, West Riding (north of and including 
Barnsley and Doncaster) and part of North Riding (south of the River 
Swale). A sub-faculty is centred on Hull 

North-West England Faculty (Manchester): North, North-West and East 
Lancashire, East Cheshire and part of Westmorland (west of the Pennines 
a part of North Staffordshire (including Stoke-on-Trent) and West Derby- 
shire (including Buxton) 

North-East England Faculty (Newcastle): Northumberland, Durham, Cumber- 
land, part of the North Riding of Yorkshire (north of the River Swale) and 
part of Westmorland (east and north of the Pennines) 

Merseyside and North Wales Faculty (Liverpool): South-West Lancashire, West 
Cheshire (including Wirral Peninsula), Anglesey, Carnarvon, Merionethshir« 
Flintshire and Denbighshire, Isle of Man 

The Welsh Faculty (Cardiff): Glamorgan, Carmarthen, Pembroke, Brecon 
Cardigan, Radnor, Montgomery and Monmouth 


Scotland 

South-East Scotland Faculty (Edinburgh): West Lothian, East Lothian, Mid 
lothian, Selkirk, Berwick, Roxburgh, Peebles, Fife 

West Scotland Faculty (Glasgow): Renfrew, Dumfries, Kirkcudbright, Wig 
town, Dumbarton, Argyll, Lanark, Clackmannon, Stirling, Ayr, But 

East Scotland Faculty (Dundee): Perth, Kinross and Angus 

North-East Scotland Faculty (Aberdeen) Aberdeen, Kincardine Banfi 
Moray, Orkney and Zetland 

North Scotland Faculty (Inverness): Inverness, Ross and Cromarty 
Caithness, Nairn 

Northern Ireland Faculty (Belfast): ‘Tyrone Fermanagh 
Armagh, Down, Antrim 


The boundaries of faculties are still provisional and may be adjusted later 


Overseas Faculties 
The Foundation Council decreed that at least ten members would be 


necessary to form an overseas faculty and that the Council must decide the 


area to be covered appropriately by each (bye-law 18). By the time of the 
first annual general meeting in November 1953, two overseas faculties were 
in being; during the first six months of 1954 three further faculties of the 


College were founded overseas. 


Republic of Ireland 
East Ireland Faculty (Dublin): Carlow, Cavan, Dublin, Kildare, Kilkenny, 
Offaly, Longford, Louth, Meath, Monaghan, Leix, Westmeath, Wexford 
and Wicklow 
West Ireland Faculty (Galway): Galway, Leitrim, Mayo, Roscommon, Donega 


and Sligo 


Australia 
New South Wales Faculty (Sydney) 
Queensland Faculty (Brisbane) 


Ne u Zealand 


Auckland Faculty (Auckland) 
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Plans are being made for the possible formation of other overseas faculties 
in South Ireland (Cork), New Zealand (Dunedin), Australia (Victoria) 
and also in Malaya, South Africa and Kenya. 


The Constitution of Faculties 

Each faculty represents the College of General Practitioners in its area. 
It is established and will be maintained within the framework of the College. 
Its aims and objects are identical with the aims and objects of the College 
and its organization is designed to further such aims within the area of the 
faculty. ‘The duty of faculties is thus to relieve the College Council of local 
responsibilities connected with the activities of the College in the region 
concerned, and this is being done admirably. 

In consultation with members of the Boards of the Faculties in the British 
Isles, a draft basic constitution of faculties has been drawn up. This is in- 
cluded in the provisional College bye-laws (bye-laws 10-18) to be presented 
for confirmation at the annual general meeting on November 20, 1954. This 
constitution provides general rules for the conduct of faculty annual general 
meetings, general meetings and special meetings and for the appointment of 
officers and members to faculty boards. 

It is recommended that the head of each faculty, who will be called the ‘warden 
of the faculty’, should be elected at the annual general meeting of the faculty and 
that he should take the chair at general and special meetings of the faculty 
(bye-law 13) 

The chairman of the board of a faculty will be appointed by the board itself 
(bye-law 14, B). There is no reason why the two posts of warden of the faculty 
and chairman of the faculty board should not be held by the same person. Some 
faculties may wish to honour a senior man by appointing him warden; but in others, 
at some periods, it may be expedient to have a younger man as chairman of the 
board of a faculty, especially if he is to take part in the activities of all the committees 
of the board 

The board of a faculty will also appoint its vice-chairman, hon. secretary and 
hon. treasurer. ‘There may sometimes be two hon. secretaries and one of them may 
combine this work with the duties of hon. treasurer. ‘Those members of the College 
Council or of the Scottish Council who live in the area of a faculty will be ex-officio 
members of its board (bye-law 14, A) 


The members of each faculty board will number 7 to 25 (including officers); 
they will include, if possible, at least 2 women members and from 2 to 5 
associates. Meetings of the board of a faculty will be held at least quarterly 
(bye-law 14, D). 

The committees of faculty boards will be largely concerned, at first, with 
local arrangements for undergraduate education of medical students in the 


problems of general practice, with the arrangement of postgraduate lectures 


and courses for general practitioners and in helping them to attend these 
courses, and with encouraging general-practitioner research. All this work 
will be done in close liaison with the corresponding committees of the 
College Council, the local medical school and the appropriate depart- 
ment of the local university. Each committee of the faculty board shall have 
its own chairman and hon. secretary, and it will include in its membership 
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When diet is zmportant... 


—the Energen Dietary Service can give immediate advice and help 
Special diets for individual cases can be prepared or standard diet cards 
for common ailments—replaceable as required—are available in an 
indexed filing box (as shown here). Personal consultations can be 
arranged with the Senior Dietitian, and a special 40-page book on 
specific dietary problems, “‘Diet and the General Practitioner” will be 
sent on request. All these services are free of charge to practitioners 
throughout the United Kingdom. For further details, write or telephone 
the Energen Dietary Service, 25a Bryanston Sq., 
London, W.1. (AMBassador 9332 


ENERGEN 
DIETARY SERVICE 
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The palatable liquid combination 


When the infection is mixed, When the infection is double, 
as in otitis media as of the lung and the 


urinary tract 


When there is a risk of a When the causal organism is 


superadded B. coli infection, unknown and treatment 
as in pneumonia in infants : cannot wait, as in ‘ the sick 


child on a Saturday afternoon’ 


“ESKACILLIN’ 100 SULPHA 


Available in 2 fl. oz. (56 ml.) bottles. Each standard medical teaspoonful 
1 fl. drachm : 3-5 ml.) contains 100,000 I.U. penicillin and 0-5 g. sulphadimidine 
For cost to N.H.S., please see M. & J. list of costs dated April, 1954 
SMITH KLINE & FRENCH INTERNATIONAL CO. 
represented by Menley & James, Limited, Coldharbour Lane, London, S.E.5 
Tel: BRIxton 7851 


* Eskacillin” is a registered trade mark 
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perhaps four to six members and associates of the College and non-members 


of the College co-opted for special qualities from the local medical school, 


university or elsewhere (bye-law 14, E). 


Finances of Faculties 

(1) The board of each faculty shall be authorized to incur such expenditure 
as has the prior approval of the Council of the College in London or, in the 
case of overseas faculties, of the local Council of the College where this 
exists (bye-law 15) 

(2) A grant of up to 1os. a year per member and associate of the faculty 
will be allocated from College funds to cover faculty expenses (secretarial 
and other). In the case of overseas faculties this grant will be equal to half 
the annual subscription received. 

(3) Each faculty shall maintain an imprest banking account in the name of 
the faculty at the nearest branch of the College’s bankers (Coutts & Co.), or 
the National Provincial Bank, or the Commercial Bank of Scotland, or (as 
regards overseas faculties) any other bank selected by the Board of the 
Faculty. 

(4) For faculties in the United Kingdom, analysed statements of monies 
expended up to the end of each quarter, prepared by the hon. treasurer of 
the faculty and submitted to the hon. treasurer of the College will be the 
basis for reimbursement of the imprest. 

(5) For all faculties, an analysed statement of monies expended up to 
June 30 each year, prepared by the hon. treasurer of the faculty, approved 
by the board and signed by the chairman or vice-chairman of the faculty 
board, shall be submitted in July of each year to the hon. treasurer of the 
College to be included in the annual financial report of the College 

(6) The board of a faculty shall be authorized to raise special funds and 
expend them, and any other monies received for special purposes, as the 
Council of the College may approve. Such monies shall be controlled and 


audited in such manner as the Council of the College may determine. 


Faculty Bye-laws 

Faculty bye-laws will be drawn up by each faculty to decide points of 
local administration which may vary from one faculty to another—such 
as regional representation within the faculty, method of election to the 
faculty board by ballot, method of election of a faculty representative on 
the Council of the College, the number of members and associates on 
faculty boards, times and places of faculty meetings and meetings of the 
board and of its committees, the number necessary for a quorum at these 
meetings, and the financial and secretarial arrangements within the faculty 
(bye-law 17). Provision is made for alterations in these faculty bye-laws 
when required. The Faculty Organization Committee is grateful to Dr. 
Robert Harkness (North-East England Faculty) for much help in drawing 
up the faculty constitution. 
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Conference of Chairmen, Hon. Secretaries and Hon. Treasurers 
of Faculty Boards 
Several faculties suggested a conference of chairmen, hon. secretaries and 
treasurers of faculty boards. ‘This was authorized by Council and the date 
of the conference was arranged for October 19, 1954. It is hoped that similar 
conferences will be held each year. 


VI.—THE FIRST SCOTTISH COUNCIL 


Chairman: J. M. Henderson (Pitlochry)* 
Vice-Chairman: Lowell Lamont (Edinburgh) 
Hon. Secretary: Richard Scott (Edinburgh)* 
Vembers 

Mary Esslemont (Aberdeen) David Myles (Forfar) 
C. M. Fleming (Edinburgh) D. Peebles Brown (Kilmacolm) 
W. W. Fulton (Glasgow) R. A. B. Rorie (Dundee) 
W. S. Gardner (Glasgow) C. S. Sandeman (Durness) 
I. D. Grant (Glasgow)* J. A. Shearer (Bucksburn) 
G. W. Ireland (Pathhead) J. M. Stalker (Dundee) 
K. A. Mackay (Laggan)* George Swapp (Aberdeen)* 


J. G. Munro (Beauly) 


*Member of the Council of the College. 


Criteria for Membership 
The first action of the First Scottish Council after it had been constituted 
on December 4, 1953, and had elected its office-bearers, was to consider the 


question of criteria for membership. The Scottish Council noted the report 


on criteria for membership drawn up by the Interim Scottish Council, and 
decided to forward this report for the immediate attention of the Council 
of the College. In doing so it informed the Council of the College 
that, whilst the Scottish Council approved in general of the report of 
the Interim Scottish Council on criteria for membership, it would examine 
the question further, encourage the Scottish faculties to continue their 
review of it and would, in time, submit further reports and suggestions for 
the consideration of the Council of the College. The Scottish Council, from 
its first meeting in December 1953, has had this subject constantly before 
it. When it was learned that a committee of the Council of the College had 
been set up to examine the question, the Scottish Council at its meeting on 
February 5, 1954, resolved “That because of the importance of the subject 
of criteria for membership, it is agreed to invite the Council of the College 
to accept a nomination to this committee from the Scottish Council’. The 
Scottish Council nominated Dr. W. S. Gardner, who was later co-opted to 
the criteria committee of the College Council. Dr. J. M. Henderson, 
chairman of the Scottish Council, was already a member of the committee. 
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All faculty boards during the month of March considered Dr. Olleren- 
shaw’s questionnaire on criteria for membership. The subject was also dis- 
cussed at specially convened general meetings of the West, South-East and 
North Scotland Faculties. The East and North-East Scotland Faculties, 
having previously discussed the subject in detail at faculty meetings, re- 
examined Dr. Ollerenshaw’s questionnaire at meetings of their faculty 
boards. Summaries of the findings of these boards were sent, via the Scottish 
Council, to the criteria committee. ‘The question was also discussed at a 
specially convened meeting of the chairman’s committee of the Scottish 
Council which took place on June 13, 1954. The fourth meeting of the 
Scottish Council, held on June 25, was devoted almost entirely to the 
subject. ‘Throughout all these meetings the main theme was the question of 
examination; and the First Scottish Council, like its predecessor the 
Interim Scottish Council, is of the considered opinion that it would be 
disastrous for the future of the College if, even at this early stage, criteria 
for membership were set too low. It is important for the sake of the future of 
our College that admission is not practically automatic or a formality follow- 
ing on the completion of an application form after the candidate has been 
proposed and seconded and has paid a fee 

The Scottish Council is still of the opinion that, in spite of all the diffi- 
culties, a form of examination for admission to full membership of the 


College is necessary even at this early stage. 


Relationship with the Royal College of Physicians of Edinburgh 

The Scottish Council is happy to report two examples of the cordial re- 
lationship which exists between the Scottish Council and the Royal College 
of Physicians of Edinburgh. The Royal College of Physicians decided that 
the John Matheson Shaw Lecture, which is to be given in November 1954, 
will deal with the subject of ‘Research in General Practice’ and will be 
given by Professor J. M. Mackintosh, of the London School of Hygiene and 
Tropical Medicine, a member of the Council’s research advisory panel. In 
planning for this lecture, the Royal College of Physicians consulted officially 
the Scottish Council. 

Scottish faculties have been informed, through their secretaries, that 
members of the College in Scotland have been granted permission to make 
full use of the library of the Royal College of Physicians of Edinburgh, 
and they have also been informed that in certain circumstances limited 
bibliographical research facilities can be offered to members of our College. 


Relationship between the Scottish Council and the Faculties of the 
College in Scotland 

The Scottish Council hopes that as much as possible of the work of the 

College will devolve on faculties themselves. In order to achieve this, and 


to promote close cooperation between the activities of the Scottish Council 
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and of the faculties, the following steps have been taken:—the Scottish 
Council meets on alternate months, and copies of the minutes of these meet- 
ings, when approved, are sent to Scottish faculty secretaries. Any com- 
munication from the Council, or from a committee of the Council, for 
transmission to the chairman of a committee of a Scottish faculty board 
is now sent from the Scottish Office to that chairman via the hon. secretary 
of the board of his faculty. 


The Scottish Council committees—on undergraduate education, post- 


graduate education and on research—have been constituted, and chairmen 
of committees of faculty boards are ex officio members of the corres- 
ponding committees of the Scottish Council. 


Undergraduate Education in Scotland 
The Undergraduate Education Committee of the Scottish Council 


Ireland 
hin 


W. Mills 

Hl. Murray 

Swapp 

\I. Henderson (Chairman of the Scottish Council 


R. Scott (Hon. Secretary of the Scottish Council) 


North-East of Scotland. A scheme for inviting senior medical students to visit 
doctors, during the vacation, was already in existence in Aberdeen under the 
auspices of the British Medical Association before the College came into being. This 
scheme is very successful and popular with students and general practitioners alike 
Some 8o doctors volunteered to take part in it. The details are worked out by th« 
local secretary of the British Medical Association and Professor Craig, who is 
chairman of the medical education committec¢ 

On June 10 the College held an open discussion in Aberdeen. Among the 92 
who attended were general practitioners taking part in the above scheme, senior 
medical students and a strong representation of members of the Faculty of Medicine 
of the University. The entire field of undergraduate education was reviewed and 
considerable interest was aroused about the place of general practice training in the 
curriculum ; the role of the College in furthering this activity was kept well to the fore. 
The discussion was opened with a paper read by Dr. Richard Scott 


East of Scotland. A committee of the faculty of the medical school at Dundee is 
actively considering general practice training for undergraduates and has had 
frequent consultations with representatives of the East of Scotland Faculty of the 
College. ‘Twelve members of the College have agreed to take students on a voluntary 
basis 


South-East of Scotland. The Edinburgh University General Practice Teaching 
Unit now gives three lectures in general practice to final-year students, as well as 
offering practical instruction to a limited number of students. It has been announced 
that the University is inaugurating a pilot scheme whereby general practitioners will 
take senior medical students for short periods during vacations. Such a scheme is 
being given a trial and, if the results are satisfactory, the Faculty of Medicine will 
approve of this method of supplementing the practical training already offered by 
the General Practice Teaching Unit, 
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Ihe undergraduate education committee of this faculty has not met as such, but 
a study group has been formed which had six successful meetings during the winter 


This group—the nucleus of the undergraduate education committee—has met 
individual members of the senior teaching staff of the Faculty of Medicine of 


Edinburgh University and, in an informal way, it has reviewed the undergraduate 
curriculum 


West of Scotland. Three lectures on general practice are to be offered next session 
to senior medical students at Glasgow University. There have been several meetings 
between the Dean of the Faculty of Medicine and individual members of the board 
of the West Scotland Faculty. A scheme whereby 35 doctors will accept students 


during the summer vacation has been worked out by the West Scotland Faculty 


Postgraduate Education in Scotland 


The Postgraduate Education Committee of the Scottish Council. 


Lamont 
D. H. McVi 


V. Kuenssbern 
\. R. Lawsor 
Park 
Swapp 
1). ‘Thomson 
MI. Henderso 
R. Scott (Hon 


North of Scotland. Although there ts no medi . wl in Inverness. the 
members in the north are discussing witl i verness the possibil 
providing officialls recognized cours ‘ la tud' for 


practitioners 


North-East of Scotland. An annual refresher ir wr general practitioners 
place in Aberdeen. Members of the College I i nany other facil 
postgraduate education in the city appear to sa y tl rec rements for 


being 


East of Scotland. The East Scotland Faculty discussed postgraduate edi 
in detail and has circulated a questionnaire to all nbers of the faculty. Fron 
answers to this questionnaire it seems that whilst a variety of different kind 
instruction is required, the one-day refresher course appears to be the most popu 
for both town and country practitioners. ‘The department of therapeutics of 
medical school at Dundee has offered to run a course of lecture-demonstrati 
current therapeutics. A scheme for offering clinical assistantships to general 
titioners in the area of the regional board for the East of Scotland has recentl 
announced 

West of Scotland. Exchanges between the West Scotland Faculty and the Director 
of Postgraduate Studies are continuing and are preparing the way for an extension of 
opportunities for general practitioners in the area of this faculty. ‘The postgraduate 
committee of this faculty conducted a survey of postgraduate instruction in the 
hospitals in its region; this has yielded promising results, and when the information 
collected has been disseminated it is hoped that increased use will be made of the 
present opportunities and that they may be further extended 


South-East of Scotland. The postgraduate education committee of this faculty 
has continued to be active, Steps have been taken to implement some of the recom- 
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mendations made by a joint committee representing the Local Medical Committee, 
the City of Edinburgh Division of the British Medical Association and the South- 
East Scotland Faculty of the College. 

The committee had a successful meeting on June 13 at which experience gained 
in Edinburgh was discussed with the chairmen of the postgraduate education com- 
mittees of other faculty boards. It recommended that the educational problems of 
the young postgraduate should receive special consideration by the College. 

4 Sunday morning ward round course lasting 12 weeks was held during October, 
November and December 1953. This was over-subscribed. It was thought at first 


that 40 doctors would take part; the course, in fact, had to be limited to the first 100 
\ questionnaire 


applicants, preference being given to those from country districts 
was completed by each doctor attending the course and much valuable information 
and experience have been obtained. There has been such a demand for this Sunday 


morning course that it is being repeated in the autumn 

‘Two successful one-day courses have also been arranged by the College under the 
auspices of the Dean of Postgraduate Studies. A similar course on pediatrics was 
held on April 24, 1954, and a one-day course on dermatology and neurology was 
held on June 2, 1954. Between 40 and 50 attended each course 

Clinical Assistantships. Professor R. J. Kellar of the Department of Obstetrics 
and Gynecology, Edinburgh University, has created a post in his unit for an 
honorary clinical assistant. The College was invited by Professor Kellar to recom- 
mend suitable doctors who might fill this post 


General Practitioner Research in Scotland 
The Research Committee of the Scottish Council: 


Chairman: C. M. Fleming 
Hon. Secretary: A. R. Laurence 


Members: T. S. MacDonald 
R. M. McGregor 
R. A. B. Rorie 
J \. Shearer 
Co-opted; P. L. McKinlay 
Ex-officio: J. M. Henderson (Chairman of the Scottish Council) 
R. Scott (Hon. Secretary of the Scottish Council) 


Research activities of the College in Scotland are concentrated at faculty level 
The Scottish Council wishes to give the maximum autonomy to faculties. Members 
of the advisory panel have agreed to be approached by the local faculty on specific 
problems as well as acting as advisers at a national level. The Scottish Council's 
research committee will pass on to all the Scottish faculties information about an 
impending investigation in any one faculty 

The question of morbidity surveys has been considered at length. The Scottish 
Council recommends that at this stage members would be advised to concentrate 
on investigations involving comparatively little record keeping by the doctor, and 
to select short-term investigations and those which are likely to yield useful results 
in the early future. 

Four investigations planned by the South-East Scotland Faculty, and one by 
the West Scotland Faculty, are in an advanced state of preparedness. Both faculties 
have been fortunate in being able to call very considerably on departments of their 
local medical schools for advice and assistance. 

The research committee of the Scottish Council, on behalf of the South-East 
Scotland Faculty, has successfully applied to the Scottish Advisory Committee for 
Medical Research for an expenses grant in connexion with the research programme 
of the South-East Scotland Faculty. 
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VII._-CRITERIA FOR ASSOCIATESHIP 
AND MEMBERSHIP 


The Special Committee on Criteria for Membership: 


Chairman: }. G. Ollerenshaw 
Hlon. Secretary: |. Cottrell 


Vembers: W. 5S. Gardner (Co-opted) 
H. L. Glyn Hughes 
J. M. Henderson 
J. M. Hunter 
D. Kyle 
R M. SS. MecConaghey 
F. Charlotte Naish 
F. M. Rose 
\. Smith 
G. Swift 
G. I. Watson 
Campbell Young 
Abercrombie (Chairman of Council) 


Hunt (Hon. Secretary of Council) 


Terms of Reference 

At the first annual general meeting of the College held in London on 
November 14, 1953, a re. slution was passed: “That the question of criteria 
for membership be considered by the Council during the ensuing year, and 
that a report on the subject be made to the annual general meeting next 
year’. To implement this decision a special committee was constituted by 
Council on January 20, 1954. It met five times and submitted its report to 
Council on July 21, 1954. 


The Questionnaire 

The committee felt it was essential that the views of the whole member- 
ship of the College should be obtained. The urgency of the task made it 
impossible to invite all members and associates at home and abroad to 
submit memoranda with any hope that each would receive detailed con 
sideration. It was decided therefore to send them each a letter and a 
questionnaire based on those criteria that had already been suggested 

The Council is indebted to Mr. P. W. Edwards of York and Dr. J. I 


‘Soodall of Skipton for undertaking the onerous duty of framing the ques- 


tionnaire and analysing the many replies received from members who were 
uot at that time attached to active faculties. Thanks are also due to the 
inany members and associates who completed the forms, often with helpful 
additional notes, and to those faculty secretaries who arranged special 
meetings and analysed local replies. 
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While recognizing the difficulties which members experienced in answer- 
ing this questionnaire, the committee found the results of great assistance 
in providing a background against which to judge the value of each proposal. 
It was also useful to find that few additional criteria were put forward 
and that none of these were supported by more than a few members 


Criteria for Associateship 

We like to regard associateship as a forecourt to the College where 
members and interested passers-by can meet and whence the work of the 
College can be watched without full participation in it. We recommend 
that associateship should be open to all doctors who wish to be linked with 
the College in any way, including those recently qualified (before registra- 
tion), recent graduates who have not yet planned their future careers, young 
general practitioners, those who have retired and doctors in other branches of 
the profession. All of these who are interested should be invited to join the 
College. Association with these other colleagues will, we believe, extend the 


sphere of influence of the College and further the purposes for which it was 


founded. ‘This recommendation is based, however, on the assumption that 
associates will have no voting power in matters of major policy, though they 
will have a vote at faculty meetings in matters concerning associates, and a 
full vote at meetings of faculty boards and their committees. 


The Council recommends: 


(1) That the acceptance of an associate be automatic on receipt of an applica- 
tion form and such entrance fee or annual subscription as may be determined. 


(2) That bye-law 3 be changed to read: ‘A person shall be eligible jor 
admission as an associate tf he: 
(a) (7) 1s a registered medical practitioner; or 
(a) Is a qualified medical practitioner during his period of provisional 
registration. Any person so admitted as an assoctate shall cease 
to be an associate if he fails to obtain registration within two 


years of qualification. 


(b) Gives an undertaking that he will continue approved postgraduate 
study if he enters and remains in active general practice, and that 
he will uphold and promote the aims of the College to the best of his 
ability’. 


Criteria for Membership 
We are well aware of the comparisons which will be drawn between 
whatever criteria are adopted by our College and those for entry to other 
Colleges. Our overriding concern has been to evolve a method of admission 
to membership best suited to our particular needs rather than to copy or 
modify methods which, however admirable, have been designed for other 
purposes. 
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SEXUAL BEHAVIOR 
in the HUMAN FEMALE 


By Dr. ALFRED KINSEY and members of the staff of The Institute for 


Sex Research, Indiana University 


. will inevitably serve as a reference book for all concerned with human 
relations, and will be quoted throughout the world for many years to come.” 
British Medical Fournal 


. of great practical value to physicians and others called upon to deal with 
problems of sexual behavior.” Journal of Experimental Physiology 


- @ monumental work of research, which must make a heavy impact on 
current thought. It will be used as a standard work of reference for a long 
time * The Medical Pres 


842 pages 1§1 charts. 179 tables. 4 illustrations. 56s. 


W. B. SAUNDERS COMPANY Ltd. 
7 Grape Street, London, W.C.2 
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We have to consider whether membership of our College should be 
‘open’ (subject to a few qualifying conditions and a promise of continued 
study, like the American Academy of General Practice) or ‘closed’ (all 
applicants be:ng subjected to careful screening by one or more methods). 

It is clear that whatever criteria are adopted they should try to ensure 
that successful applicants for membership of the College are not only giving 
as good service to their patients as is possible under the conditions in which 
they have to work, but also are prepared to make an effort to maintain and 
improve their standards throughout their working lives 

The widely differing types of general practice and the versatility of 
general practitioners make it necessary that a great variety of qualities and 
attributes should be allowed for. We are convinced that only in this way 
can be recognized the practitioner who is working with professional zeal 
under conditions of special difficulty, whose admission will be to the mutual 
advantage of both the applicant and the College. It is also necessary to 
ensure sufficient uniformity of criteria to prevent there being easy and 
difficult ways into membership. A most careful consideration of ail the 
suggested criteria has failed to reveal any one which would invariably admit 
to membership the many different types of good family doctors. No single 
criterion is universally applicable 

We see no reason why an experienced assistant, who has for some reason 
been unable to become a principal, should for that reason alone be barred 
from membership of the College. Furthermore, restricting membership to 


principals would exclude those doctors doing general-practitioner work in 


schools and other institutions, and in the Fighting Services, Colonial 
Medical Service, etc. 
The Council recommends 


(1) That applicants for membership should submit to Council evidence of all 
their medical activities over as wide a range as possible and that this evidence 
should be considered as a whole by a Board of Censors 


(2) That those who are already members are not called upon to submit such 
evidence or make any new application 
(3) That membership should not be restricted to principals. 
(4) That the same criteria apply for membership overseas as for that in the 
British Isles. 
(5) CRITERIA: That bye-law 5 shall be changed to read: 
‘(a) A person shall be eligible to apply for admission as a member of the 
College if he: 
(1) ls a registered medical practitioner who has been qualified for 
not less than seven years. 


(2) 1s proposed and seconded by two members of the College, these 
sponsors not being in partnership with each other. 
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(11) Has been engaged in general practice either for a minimum 
period of five years or for a minimum period of three years as 
an associate of the College. 

(6) An applicant for membership must satisfy the Council of the College 
of the high standard of his work in general practice by 
(1) Evidence submitted by the applicant himself, on an application 
form, concerning his practice, experience, and academic and 
administrative achievements. 

(12) Supporting evidence obtained by the Council from the applicant’ s 
sponsors, the Board of his Faculty, or others whom he or his 
sponsors have chosen to appoint. 


(c) An applicant must also: 
(1) Submit himself to an interview with the censors, if required 


(17) Give an undertaking that he will continue approved postgraduate 
study while he remains in active general practice, and that hi 
will uphold and promote the aims of the College to the best 
of his ability’ 


Discussion 
l. The Criteria 


(a) Seniority. Membership of the College should indicate a practitioner 
of mature and balanced judgment and for this a certain seniority is essential 
On the other hand, our concern must be largely with younger doctors: 
membership should not merely be a reward for staying power. A period of 
seven years’ postgraduate work before membership can be applied for is o1 
answer to these conflicting requirements. 

(b) Sponsors. Assessment from a distance of the many facets of a general 
practitioner's work can never wholly supersede the opinion of those who 
know him well, and we believe that the Council should place considerable 
h 


reliance on the recommendation of an applicant’s sponsors. ‘This sponsoring 


of an applicant ‘or membership is a matter which should be neither lightly 


asked nor casually given. We recommend that each sponsor should state 
on a separate confidential ‘sponsor form’ his reasons for putting forward the 
name of the applicant. In cases of doubt it is to be hoped that sponsors will 
safeguard the interests of the College by seeking advice from others with 
more knowledge of the applicant than they have themselves, or by indicating 
to the Council, in their confidential reports, the limits of their information 

(c) Length of time in practice. It is expected that eventually the majority 
of those proceeding to membership will have previously been associates. 
To encourage this we believe that some credit should be given to those who 
are already associates of the College. ‘The two-year reduction which is 
suggested, in the time necessarily spent by them in general practice before 
admission to membership, represents what we think should be the benefit 





COLLEGE OF GENERAL PRACTITIONERS 


that a young doctor should gain from association with the College. ‘This 
association will give the College some knowledge of the applicant and his 
work. It will also enable the doctor who has spent several years in junior 
hospital posts, and who has become an associate on entering general prac- 
tice, to become a member while still in his prime 

(d) (i) Evidence submitted by the applicant about his practice. We suggest 
that each applicant should fill in an application form. It is designed to 
give him an opportunity to describe in detail his practice and its organiza- 
tion, the conditions under which he is working, his experience, academic 
achievements, work done for the College or other medical bodies and any 
other information which he or she thinks might receive favourable con- 
sideration. Important items on this form will be postgraduate studies 


hospital appointments held in the past and at present, experience in any 


specialty, research done while in general practice, theses, prize essays and 


other original work, experience of teaching general practice to medical 
students and work done for medical societies and associations. ‘The Council 
will consider all details on this application form as strictly confidential 
(ii) Supporting evidence from other sources. ‘Vhe need for an objective 
assessment of the applicant’s work is self-evident. ‘This additional informed 
opinion should, in the main, come from sources suggested by the applicant 
himself. ‘The board of the applicant’s faculty should, however, also have the 
opportunity of submitting a report if it wishes. Additional information, 
possessed by these boards, may be of importance in some cases 
(e) Undertaking to continue postgraduate study. ‘The College, through its 
faculties, hopes to maintain conditions under which a young general prac- 
titioner can not only exercise his skill as fully as possible but also provide 
for his continuing education—-reinforcing his experience through reading, 


discussion and correspondence, and through contact with colleagues, 


students, hospitals and with bodies undertaking research. For those prac 

tising in isolated parts of the world this postgraduate study may be difficult 
to attain and concessions will have to be made, but in general we suggest 
that to implement this pledge members should be asked from time to time 
to supply confirmatory evidence of such postgraduate work. Membership 
of the College should entail more than a benevolent acquiescence in its 
existence; active participation is required in some of the ways by which 
the College seeks to provide opportunities for its members to continue 


their education and reinforce their experience 


Il. The Board of Censors 

[The Council should deal with applications in the first instance by re 
mitting them to a Board of Censors. We suggest that this board should be 
appointed by the College Council and that it should include at least two 
representatives from each of the standing committees of the Council —those 
for undergraduate education, postgraduate education and research. In 


addition, other members of the Council of the College and other senior 
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members of the College may be appointed, including perhaps one recently 
returned to this country from overseas. 

When the board of censors receives each application form it will com- 
municate with any sources of informed opinion which the applicant has 
suggested; it will also notify the secretary of the faculty in which the appli- 
cant resides, giving his name and address without disclosing other details. 
This will give the board of each faculty an opportunity, if it wishes, to 
comment on all applicants from its area. In cases of doubt the board of 
censors may ask the applicant for further supporting evidence or arrange a 
meeting with one or more of its representatives. 

As a selecting body the board of censors should have the widest dis- 
cretionary powers; its standards must be flexible enough to correlate each 
applicant’s activities, and the factual information he has given about his 
practice, with the conditions under which he has to work and the oppor- 
tunities open to him. [t should judge not so much by the size of the practice, 
or the extent of the accommodation or equipment, as by the use which the 
applicant is making of whatever opportunities exist. 

In countries which have, or may soon develop, a local Council of the 
College—-such as the Council of the College in Scotland—this local Council 
should, in the first instance, receive all applications from its area and should 
add a report to each before forwarding them to the Council of the College. 

With all this evidence the board of censors will report back to the Council 
of the College who alone will be responsible for each election 

The Council recommends that the next Council of the College sets up a 
Board of Censors consisting of ten members (to include two from each of the 
committees for undergraduate education, postgraduate education and research) 
for the purpose of examining applications for membership. 


Ill. Examination 

The opinion of the Committee, and of the Council, was divided on the 
question of an examination as a desirable criterion. Answers to the question- 
naire showed that the majority of members of the College were against it, 
though a substantial minority were in favour. The First Council has voted 
against an examination as a criterion for membership at present. 

‘Though we cannot ignore such a well-tried and universal method of test- 
ing knowledge and capabilities, there are many difficult and controversial 


questions to be answered before this matter can be taken further. No 


recommendation for an examination is made by this Council, but a com- 
mittee has been set up to make a full and detailed study of a possible 
examination in future. 

This committee’s terms of reference are: “To give full and detailed study 
to an examination as a possible method of entry to membership of the 
College of General Practitioners and to report to the Council of the College 


in 1955’. 
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‘The arguments that have been put forward, for and against an examination 
as a criterion for membership, are here set out. 


Argume nts in favour of an examination as a criterion for me mbership 

The whole question of an examination is bound up with what are con- 
sidered to be the aims of the College and the significance of membership. 
Membership of the College should be the hallmark of a first-class general 
practitioner and a distinction which the holder should be proud to earn, 
and not easily attained. 

Many consider that an agreed standard of competence in general practice 
should be reached before admission to membership. Making membership 
worthy of achievement should be a stimulus to prospective candidates which 
will result, finally, in a raising of the standard of the whole of general 
practice. It is agreed that associates should be admitted easily, so that no 
young doctor will be excluded from the benefits and help which the College 
can give. ‘The fact that it will be simple to become an associate makes it all 
the more essential to have a high standard of admission to membership 

It must be clearly understood what is meant by such an examination. It is 
not to be merely a repetition of the qualifying examination, but should be 
an examination in medicine as applied to general practice, and it should not 
be the sole criterion overriding all other considerations. The College must 
itself, in time, devise the syllabus and form of this examination and decide 
where and when it will take place and who will conduct it 

The defects of examinations are appreciated by all. It is realized that our 
profession, like other professions, is already examination-ridden; it is also 
known that the results of an examination may not always reflect the true 
worth of every candidate. But no better method of assessment has, as yet, 
been devised: it is the simplest and least cumbersome of all methods and it 
ensures the greatest degree of uniformity. It is the method universally 
accepted by other professions. 

Membership of the College of General Practitioners must be respected 
by other bodies, both lay and medical. ‘This membership, signifying a 
reasonably high standard of achievement in his own particular field, and 
only attainable after some effort on the part of the candidate, will fill an 
academic want in the lives of men and women in general practice for whom 
postgraduate distinctions in the other medical colleges are becoming more 
and more difficult to obtain. Compared with other possible criteria, to fail 
an examination will be less disagreeable to candidates than to be refused on 
the grounds of the quality of their practices or of their services to patients 

The opinion of all the Scottish faculties is overwhelmingly in favour of 
examination. In the South there is a substantial minority in favour 


especially in Yorkshire and the Midlands—and also in Northern Ireland 


The not inconsiderable minority of associates who agree to an examination 


indicates the willingness of young men and women to face this academic 
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hurdle. It is also worthy of note that g of the 25 overseas members who 
replied to the questionnaire were in favour of a written examination 

It would be unwise not to face up to this problem soon, merely because 
it is awkward, unpopular in some quarters and has defects of which many 
are aware. ‘lo postpone it will lay the College open to the accusation of 
weakness in the face of difficulty which will lower its status and result in 


increasing apathy and decline in membership. 


Arguments against an examination 

It is the function of the Universities, the Conjoint Boards, the Society 
of Apothecaries and other bodies to decide when a student has enough 
knowledge of medicine to be granted a licence to practise. Examination, 
though not without its critics even here, is the method now used to make 
this assessment. ‘he purpose of the College of General Practitioners is to 
ensure that the best use is made of this licence throughout a doctor’s working 
life. The paramount objective is a membership which can be relied upon to 
set and maintain such standards of general practice as will, by example, 
influence the whole body of general practitioners, and these standards de- 
pend as much upon character as upon academic competence 

Since general practice is the art of applying academic knowledge to 
everyday problems in a workaday world, the College is searching not for an 
applicant’s potential but for evidence of the use to which he is putting the 
knowledge he has acquired in his training; it must also seek an assurance 
that the applicant will continue to strive after an ever higher standard of 
work. ‘These attributes are not static things like the possession of knowledge 

which is what an examination seeks to evaluate—but dynamic and con- 
tinuing. They are expressed not in words, but in actions, and can no more be 
judged by examination than can a ballet be appreciated by a single posed 
photograph. ‘lo assess them properly a period of time must elapse during 
which the approach of the applicant te his work is made manifest. 

Faced with the same problems, our sister organizations of general 
practitioners in America and Canada have beth rejected examination in 
favour of basing their membership on a pledge to do an agreed amount of 


postgraduate study every year. In the case of the American Academy of 
General Practice, this method has proved satisfactory for seven years. In 


our College, too, a questionnaire has shown that the majority of members do 
not welcome the idea of another examination. In the report of the criteria 
committee of the College Council a pledge to carry on postgraduate study 
is proposed as an obligation of membership; in addition, the applicant’s work 
and actions since qualification are to be studied for a clue to his future 
conduct. It is safer and fairer, many believe, to base membership on such 
observations, over a period of time, than on a single examination 

It has been suggested that ‘an examination in medicine as applied to 
general practice’ has already been devised and could be started on January 
1, 1955. One possible form has been sketched, but it is true to say that 
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others—perhaps better—could be planned. Apart from the form of such an 
examination, where and when it will be held and by whom must be known 
and a detailed syllabus must be worked out. It would be premature to 
commit the College to an examination, as a basic criterion for membership, 
without the Council and an annual general meeting having first given ful 
consideration to, and agreed upon, all these details 

‘Those who propose an examination wish membership of the College to 
be ‘the hallmark of the first-class practitioner’. ‘This ts agreed; but since the 
conception of a first-class practitioner turns upon character as much as 


upon intellect it is hoped to include as a member of the College the doctor 


of average academic ability who is prepared to make the extra effort, in his 


daily work, which will rank him among those who are maintaining and 
raising the value to the community of our branch of the profession—a task 
in which conscience is more important than academic ambition. Pride in the 


work in which family doctors are engaged, 


and a sense of fellowship with 
other practitioners, is a greater spiritual need and one which can be satisfied 
for greater numbers than the need to create a higher intellectual or scholastic 
rank of general practitioners by imposing on applicants a test, by examina- 


tion, which is unsuited both to their lives and to their work 


Entrance Fee and Annual Subscription 
Though consideration of these matters was no part of the committee's 
terms of reference, an opportunity was taken in the questionnaire to test 
the feeling of the membership on the q iestion of an entrance fee and an 
annual subscription. As a result the committee was able to report to the 
Council that the membership as a whole accepts the need for an entrance 


fee and an annual subsc ription to finance the (¢ ollege 


Conclusions 

Criteria for membership are of paramount importance to the future of 
the College. After detailed consideration of this subject, the Council recom- 
mends that certain standards should be required for membership of 
College: it also suggests a method by which evidence submitted 
applicants may be assessed. 

We hope that these recommendations concerning criteria for membership 
will provide a smooth transition from the first stage of development of the 
College to the next and that they will form a satisfactory basis for future 
planning. We suggest that they come into force on January 1, 1955. lo apply, 
perfect and add to them as circumstances demand the College must look to 


its next Council for guidance. 


VIII..-FINANCES OF THE COLLEGE 


The Finance and General Purposes Committee 


( hairman: (Gs 
Vice-Chairman: | 


Hon. Treasurer: H 
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Hon. Secretary: }. H. Hunt 


Members: 1. D. Grant 
W. V. Howells 
J. M. Hunter 


R. Scott 
J. Campbell Young 


This committee has met eleven times. Finance is a vital matter both for 
the College and for its faculties. Earlier in the year it was considered 
indirectly by all those who received and answered the questionnaire relating 
to criteria for membership, and since then it has been the subj,ect of much 
discussion by the College Council and by faculties. General agreement has 
been reached that the entrance fee for membership should remain as it is 
and that a small annual subscription from each member and associate will 
be necessary. 

With the increase in size and in the activities of the College, expenditure 
is steadily rising—not only in the central office but also for the printing of 
the annual and other reports, to cover travelling expenses of members of 
the Council and officers of the faculty boards and committees attending 
special conferences, secretarial and other expenses in the 27 regional faculties 
at home and overseas, and the many expenses connected with the College’s 


rapidly expanding research programme. A special Research Fund has been 


opened. 

The Council recommends that for members the entrance fee shall remain 
at ten guineas (nine guineas for those who became associates before July 1, 
1954), and that an annual subscription of three guineas be introduced retro- 
spective to July 1, 1954—the beginning of the College’s financial year. For 
associates joining after Fuly 1, 1954, the Council recommends no entrance fee 
but an annual subscription of one guinea; when an entrance fee has been paid 
this shall count as the first annual subscription. 


Faculty Finances 

It will be realized that until the College has been firmly established, and 
until it has built up its capital, our resources will be limited. On the evidence 
at present, it is thought that an allocation of up to 10s. a year per member 
and associate of the faculty will be a fair method of distributing monies 
to each faculty (see page 27). This, however, will only cover a limited range 
of expenditure, and difficulties will be created immediately if this money is 
used for purposes beyond the scope envisaged. If possible this allocation 
should not all be spent, and the finance and general purposes committee, 
when considering future special applications for money from a faculty, will 
take into account whether or not that faculty has been able to show any 
substantial saving on its budget allowance. For overseas faculties this yearly 
allocation will be equal to half the annual subscription. 





COLLEGE OF GENERAL PRACTITIONERS 


Future annual financial statements of the College will indicate the cost 
per member and associate of each faculty each year. 


IX--PLANS FOR 1955 

In 1955 there will be a considerable extension in the work of committees 
of Council and of regional faculty boards. Many undergraduate and post- 
graduate teaching projects, and research schemes, are in hand. 

With the appointment of a panel of consulting architects it is planned that 
the College will soon be able to offer help to general practitioners in the 
design of their surgeries and in alterations to their premises, and it is also 
planned that each faculty will co-opt on to its faculty board one or more local 
architects especially interested and experienced in these matters. It has been 
suggested that a new committee of Council—an Equipment and Premises 
Committee—-with corresponding committees of faculty boards, might help 
to co-ordinate this aspect of the College’s work (see page 15) 

Many other academic and practical aspects of general practitioners’ lives 
and work have been suggested as fields for expansion in the College’s pro- 
gramme, and further ideas will be welcomed by the Council. Itis hoped that 
all members and associates will play a personal part in whatever activity of 
the College interests or concerns them most 

Changes in the constitution of the College are beihg considered to ensure 
proper representation of every faculty on the Council in 1956, with changes 
in the bye-laws to enable a Board of Censors to assist Council in the 
election of new members and associates. It is hoped that more medical 
students will join the College as associates, after qualification and before 
registration, in order to learn more about the special problems of general 
practice. 

The foundation of the College at the end of 1952 stirred the feelings of 
general practitioners deeply, both at home and abroad. ‘Their response was 
immediate and enthusiastic and, still more important, progress during the 
last 12 months has shown that this was no momentary elation. One of the 
most encouraging signs of the vigour of this young College is the number of 
men and women in every faculty who are prepared to give up some of their 
leisure in order to extend its influence and further its progress. 

The future of the College depends on the work of the regional faculties 
and their various committees, and one of the chief aims of the First Council 
was to complete the structure of all the faculties planned by the Foundation 
Council in the British Isles and throughout the Commonwealth. This second 
annual report shows how far this objective has been achieved in a short time 


and how many general practitioners have been able, with the help of thest: 


faculties, to enrich the scientific and academic quality of their work. All 
these faculties will grow in size and usefulness and more will be formed 
overseas. The task which the First Council now leaves to its successors 1s the 
continuous unfolding and development of the academic opportunities in 
general practice which the foundation of these faculties has opened up. 
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At whatever stage you see 


EGZEMA-DERMATITIS 


you can prescribe safe, efficient treatment 
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INDEX TO ADVERTISEMENTS 


BOOKSELLERS AND PUBLISHERS Poge 
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Churchill, j. & A., Led vii Reckite & Colman, Ltd hvu 
Eyre & Spottiswoode, Ltd bevel Riker Laboratories, Ltd xvii, ixi and hoot 
Interscience Publishers, Ltd Ixxiv Roche Products, Ltd Ixvi 
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Saunders, W. B., Company, Ltd boo Wander, A., Ltd txii and Ixiii 
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Glaxo Laboratories, Ltd v 
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Horlicks, Led Iv British Oxygen Co xiii 
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international Laboratories, Ltd xvI Lastonet Products, Ltd xx 
Kaylene (Chemicals), Ltd inside Front Cover Marconi Instruments, Ltd viii 
Laboratory Nativelle, Led Robinson & Sons, Ltd viii 
Lederle Laboratories Division (Cyanamid Pro Smith, T. J., & Nephew, Led nox and .oOC 
ducts, Led.) Ixvii and Ixx 
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Lloyd-Hamol, Led ! 
Menley & James, Ltd xxvii, xxxix, xivili, Ivi and hexx Du Maurier Cigarettes 
Organon, Ltd Ixx and Ixxvi E gen Dietary Service 
Ortho Pharmaceutical, Ltd xxix Lucozade 
Paines & Byrne, Ltd Ixxy Royal Naval Medical Service 
Parke, Davis & Co x! and Ix Shell Petroleum Co., Ltd 
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Pharmaceutical Specialities (May & Baker), Led State Building Society 
( side Fro we Westminster Bank. Ltd 


FOR EDITORIAL AND BUSINESS NOTICES, SEE PAGE LXXXvVI 





The Medical Service of The Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited, for Short Service Commissions of 4 years, on 
termination of which a gratuity of £600 (tax free) is payable. Ample oppor- 
tunity is granted for transfer to Permanent Commissions on completion of one year's 
total service. Officers so transferred are paid instead a grant of £1,500 (taxable) 
All entrants are required to be British subjects whose 
parents are British subjects, to be medically fit, and to pass an interview 
Full particulars from the Admiralty Medical Department, Queen Anne's Mansions, 
St. James's Park, London, S.W.| 
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By F.C. O. Valentine, F.R.C.P 
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By Kenneth MacLean, M.D., M.R.C.P 

issistant Physician and Assistant Dire 
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By W. Howard Hughe WD 
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By Robert Cruickshank, M.D 
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PENICILLIN AS A PROPHYLACTIC 

By Maurice Mitman, M.D., F.R.C.P 

Consulting Physician and Medical Superi 
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NEUTRAPHYLLINE 


Dihydroxypropy! -7 - theophylline 
a new theophylline derivative 


SOLUBLE STABLE NEUTRAL 


NEUTRAPHYLLINE, the first soluble, stable and neutral theophylline 

derivative, is five times less toxic than aminophylline. It is active by 

mouth or per rectum and int:amuscular and intravenous injections are 

perfectly tolerated. It has no chemical incompatibilities and thus 
lends itself to various therapeutic combinations. 


CLINICAL INDICATIONS 
(a) Cardio-Vascular Syndromes, 
(b) Renal and Cardio-Renal Syndromes, Oliguria, 
(c) Dyspnoea, Asthma, 
(a) Hepatic Colic, Spas of the biliary tract. 


NEUTRAPHYLLINE is available in tablet, ampoule and suppository 
forms and also in tablet and suppository forms in association with 
Phenoburbital. 


Samples and Literature are available on request. 


101 GREAT RUSSELL STREET, LONDON, W.C.1 
Telephone: MUSeum 2042-3 & 0626. Telegrams: Taxolabs, Phone, Lonaon. 
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in anxiety states 


Anxine Tablets provide comprehensive symptomatic 
treatment of anxiety states, psychoneuroses and 
psychosomatic disorders 


by improving mood and increasing confidence, 


by inducing gentle sedation and allaying anxiety 
and 
by securing the optimal degree of muscular 
relaxation. 


Although each of the three components of Anxine 
Tablets, dexamphetamine su!phate, cyclobarbitone 
and mephenesin, makes an important contribution to 
the amelioration of the symptoms of anxiety states, 
none is adequate alone. It is only when they are com- 
bined, in the form of Anxine Tablets, that maximum 
control of symptoms is achievéd. 


ANXINE 


Available in bottles of “9 tablets 


Parsons Lr Lennox House, Norfolk Street, London, 
LIMITED, at 5, mPentines Street, London, Wu. nareemtered at 
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